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REPRODUCTIVE HEALTH AND MENTAL HEALTH: A selection of abstracts 


Background 


Recent reviews in reproductive health, while being comprehensive, have addressed 
emotional well-being and ill health only partially. In order to fill this gap, we set out to do 
a review of literature in the interphase between reproductive health and mental health. 
The MacArthur Fund for Leadership Development, 2001, given to one of the authors of 
this report, supported our work and the publication. 


The annotated bibliography is an attempt to put together some discussions, review 
papers and studies on reproductive health and mental health. It lists studies carried out, 
during 1990-2002, in the area of reproductive health and mental health. The search for 
studies dealing with mental health implications of reproductive health was initiated in the 
beginning of 2002. 


Literature search: the guiding framework 


Before beginning the literature search we evolved some broad categories to guide 
our review. The recognition of the close association between reproductive health and 
mental health was the base of our literature search. This is closely linked to the idea of the 
life-cycle approach which recognises that individuals do not perceive their health needs 
in isolated categories, but rather as a part of the circumstances of their whole lives and in 
a continuum from childhood to old age. We opted for an inter-disciplinary approach to 
the review looking at studies on the following subjects: psychiatry, obstetrics and 
gynaecology, psychology, nutrition, women’s mental health, alternative mental health 
and women’s health. We collected resources directly linking reproductive health and 
mental health. Our focus was to understand the following aspects of the linkages between 
reproductive health and mental health: 


* Scope of the linkages between mental health and reproductive health 
¢ Prevalence/Incidence 

¢ Diagnoses/Community Perceptions 

* Phenomenological Aspects 

¢ Treatments/Interventions 

* Alternative Core Systems 


Thereby, the annotated bibliographies will drow from the selected papers covering 
the above-mentioned dimensions under eoch of the 5 sections mentioned below 


Scope 


Both manual searches in libraries as well as web searches were conducted. Books, 


study reports, journal articles, unpublished papers, community research reports, and 
policy papers have been considered in the compilation. For presenting the available 
data, we have considered studies, which had a clear research problem and design. 
Besides we have included some review papers on each of the sections. 


While the focus was on Indian studies or studies from the Asia-Pacific region, western 
studies could not be avoided, as they set the pace for the Indian research. Community 
studies, social science studies as well as epidemiological and clinical studies were looked 
at. Evidence coming from women’s studies, reproductive health, maternal health have 
constituted vital data in reviewing the medical texts. PUBMED, MEDLINE databases and 
the NEUROMED database recently brought out by the National Institute of Mental Health 
and Neuro-Sciences, Bangalore, were searched. Citation indices and author searches 
were used for tracking recent work by prominent mental health professionals working in 
the area. For cross validation of our data, we looked at evidence bases (Evidence base in 
mental health) and other comprehensive recent reviews. Some articles were unavailable 
in India or in Pune city, and papers were obtained by writing to the professionals concerned. 


We did find significant Indian literature dealing with mental health implications of 
menstruation, pregnancy and childbirth and gynaecological morbidity. However, Indian 
literature in the area of mental health implications of reproductive health issues like 
abortion, rape and sexual coercion, domestic violence and adolescent reproductive health 
and mental health, menopause, infertility is either absent or skewed. 


Thereby, this volume presents 50 abstracts that have been organised around 6 sections 
that evolved in the process of our review work. Other than the first section, which introduces 
the theoretical discussions in the area of reproductive health and mental health, the 
remaining 5 sections represent a particular reproductive health concern revolving around 
different stages in a woman’s life. They are as follows: 


* Gender, Reproductive Health and Mental Health (3) 
¢ Menstruation and Mental Health (1 7) 


¢ Pregnancy, Childbirth and Motherhood (11) 


+ 


Abortion and Mental Health (9) 
* Gynaecological Morbidity and Mental Health (6) 


Violence, Reproductive Health and Mental Health (4) 


ist of Libraries/Institutions Visited 


A. Pune Libraries: 


> 


. 


. 


> 


> 


> 


. 


> 


> 


Armed Forces Medical College 

B.J. Medical College 

K.E.M. Hospital 

Foundation for Research in Community Health 
Tathapi 

Resource Centre of Bapu Trust 

Jayakar 

Bela Ganatra and Siddhi Hirve’ : resource centre 
CEHAT (Pune) 


B. Other Libraries: 


HELP (Mumbai) 

TISS (Deonar) 

Institute for Research in Reproduction (Mumbai) 
Indian Institute of Population Studies (Deonar) 
NIMHANS (Bangalore) 

Sangath (Goo) 

Spastic Society of India (Mumbai) 

CEHAT (Mumbai) 

Sangoma (Bangalore) 


Journals Scanned: 


. 


* 


* 


> 


American Journal of Psychiatry 
Archives of General Psychiatry 
British Journal of Psychiatry 
British Journal of Nutrition 
British Medical Journal 

Culture, Medicine and Psychiatry 
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Not all the above-mentioned journals had articles that were relevant for the review 
Besides as mentioned above we did web searches and have included relevant 
review articles as well as some classic articles found in the process, from journals other 


work. 


Culture, Sexuality and Medicine 
Economic and Political Weekly 

Indian Journal of Community Medicine 
Indian Journal of Psychiatry 

International Journal of Social Psychiatry 
Journal of Family Welfare 

Journal of Health Management 

Journal of Obstetrics and Gynaecology of India 
Journal of Psychosomatic Research 
NIMHANS Journal 

Psychological Medicine 

Reproductive Health Matters 

Social Science and Medicine 

Studies in Family Planning 

The Lancet | 

WHO Bulletin 


than those mentioned above. 


Books 


Certain books and essays from edited volumes were also reviewed and included. 
The references of these books are listed in the bibliography under appropriate sections. 


Format 


The annotated bibliographies are presented in the following format: 


> 


> 


> 


——————_ 


Abstracts no. 

Title: 

Authors: 

Source: 

Place: 

Aims and Objectives: 


Nature of Study: 


¢ Methodology: 
¢ Major Findings: 


The bibliographies are presented at the end of the volume under the specific section 
heading. The annotated bibliographies under each section are arranged according to 
the author names in ascending order and the bibliographies are similarly arranged for 
convenience in referencing work. 


Limitations 


* Since the focus was on the psychosocial aspects of women’s reproductive health, 
the review does not include studies specifically dealing with the linkages between 
male reproductive health and its implications on their mental health. 


¢ Similarly in spite of our attempt to make the review as comprehensive as possible, — 
the possibility of non-inclusion of some studies cannot be denied. 
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————- Abstract No. 1 


Author: Astbury, J. 
Title: Gender and Mental Health 


Source: Working Paper Series, no 99.18, December’1999, Harvard Center for 
Population and Development Studies, Cambridge, MA. 


In this paper, the author has reviewed the literature on the relationship between gender and 
mental health. She has dealt with issues related to gender bias in mental health research. She 
mentions that in case of disorders like depression, the confounding of sex and gender prompted 
many researchers to narrow the scope of their investigations. They have focused on a search for 
biological causes of depression, that by preordained prejudice could only be found to exist in 
women. Notions of women’s greater biological vulnerability or proneness to disorders have proven 
rather resistant to change and are embedded in the long history of hysteria and the attendant 
belief that women have an innate tendency to mental disorder. As a result, mental disorder was 
believed to relate to a corresponding derangement or malfunctioning of women’s reproductive 
organs and hormones. 


She points out that recently a huge amount of research attention has been paid to the 
hypothesized relationship between reproductive related events such as menstruation, pregnancy, 
miscarriage, childbirth, premature delivery, infertility, abortion and menopause and women’s 
higher rates of depression. On their own none of these events have explained the gender difference 
in depression. However, some researchers in developed countries remain interested primarily in 
the contribution of biological factors and reproductive events to women’s higher rates of depression. 
The author argues that this individualising focus on reproductive and intrapsychic factors has 
detracted attention and investigation of social and structural determinants of women’s mental 
health. Research focus of the developing countries on reproductive health and fertility control has 
led to neglect of women’s own health concerns and the factors that may have impact on their 
mental health. 


She points out that while the linkages between women’s reproductive health and their mental 
health has received intense scrutiny, the implications of men’s reproductive health on their mental 
health has been virtually ignored. This form of gender bias seems to imply that men either have no 
reproductive functioning or are not psychologically affected by events and conditions such as 
infertility, attachment to or loss of the foetus. 


She mentions that gender differences in mental disorder extend far beyond differences in the 
rates of various disorders or their differential time of onset or course and include a number of 
factors that can affect risk or susceptibility, diagnosis, treatment and adjustment to mental disorder. 
She mentions that gender-determined and differentiated levels of susceptibility and exposure to 
health risks meon that women, compared to men, confront more stringent limitations on their 
ability to exercise control over the determinants of their mental health. For example depression is 


a mental health condition characterised by a very large gender difference in rates and one t 


which certain gender differences in life events and social position, such as socio-economi: 
disadvantage, gender based violence contribute significantly. 


In the conclusion, the author mentions that in order to reduce the global burden of disabilit 
associated with poor mental health and especially depression, it is essential that gendered publi 
policy, cognisant of determinants of mental health, operating at 3 levels of the individual, grou 
and the environment, must be formulated. She also emphasises the need for gender consideration 
in health promotion and health care and gender focus in mental health research. 


seem Abstract No. Ye 


Author: Chawla J. and Pinto S. 


Title: The female body as the battleground of meaning 


Source: Mental Health from a Gender Perspective, New Delhi: Sage Publication. 
(pp. 155-180) 


In this paper, the authors have attempted a feminist articulation of the role of female body i 
the creation of embodied meaning. They argue that data from the subordinate, low and outcast 
sources, voices that arise from spaces outside the orthodoxies, can contribute more liberativ 
paradigms of birth and female corporeality. They argue that in ritual, image and symbolic pattern: 


the body is the space in which multiple ontologies, ideologies and spiritualities meet and ar 
acted out. 


They have attempted to examine the ways in which the cultural meanings of water source ar 
in many ways the cultural meanings of the body, in particular the female body, in its generativ 
and receptive potentials. Besides, they have described the religio-cultural ‘texts’, which speak « 
midwives and their communities’ imaging of female corporeality, procreative energies an 
‘alternative’ epistemologies. Thereby the authors bring to the fore that pregnancy and childbirt 
rituals subvert the ‘pollution’ ideology prevalent in the Sanskritic traditions and reinforced b 
Western biomedicine. The paper discusses three subaltern ‘texts’ related to birthing: the Jaunpuris 
Matri Masaan ki puja; the Irulas’ puja to Coopa Ma and the song to the Sapto Mayas by th 
Chamars. In these rituals, the woman is brought within but also transcends the cultural significanc 


— to blood, tissue, fluids and secretions unique to the female experience of sexuality an 
ertility. 


nahi er many variant, and occasionally conflicting, dynamics of these crucial, bi 
oan an mr Cincy cultural tropes, they challenge the notion that people an 
Rleuthors orque be oi They thereby view the female body as a battleground of meaning 
nah Ai | it is essential to pay attention to the complex meanings of the body and « 

gnitive styles’ and ontologies to hear subaltern feminine voices more fully. The 


$< eel 


urther emphasise that foregrounding these knowledge systems has implications for women’s 
mental health and emotional well-being and serves as a call for women to investigate the language 
of the sacred within traditions rooted in their own histories and bodies and for those spiritual 
yoices to be given their due validity. 


——- Abstract No. 3 


Author: Vindhya, U. 


Title: From the personal to the collective: psychological/feminist issues of women’s mental health 


Source: Mental Health from a Gender Perspective, New Delhi: Sage 
Publication. (pp. 82-98) 


in this article, the author has suggested the need to integrate the individualism of psychology 
with the political collectivism of feminist activity. She reports that mothers have been and continue 
to be implicated in psycho-pathologies ranging from arson to incontinence, drug abuse and bad 
dreams. The label of ‘schizophrenogenic mother’ was a common explanation of schizophrenia till 
the recent acceptance of a more interactive bio-psycho-social cause of the disorder. She questions 
the scientific ideas and practices through which women in therapy have been re-victimised. She 
claims that positions of clinical value-neutrality, especially in contexts of treating women surviving 
in violent situations, may only re-establish the gender status quo, vindicating male aggression and 
chauvinism in relationships. While value-neutrality may be acceptable in certain therapy situations, 
the clinicians must be prepared, in other more problematic context to make the networks necessary 
for reconstructing the individual pathology as a political problem. | 


The author also talks about the medicalisation and psychologising of women’s experiences 
like pregnancy, menstruation and menopause and the need to ‘demedicalise’ them. She mentions 
that the psychosocial nature of women’s health problems emphasises the need to go beyond 
narrow bio-medical approaches and build a more comprehensive knowledge base. 


Overall, she emphasises the need to look at disease not merely as an individual problem but 
in terms of the structural aspects of the community. She talks about the need to integrate feminist 
networks within a clinical perspective and extend the intervention from the clinic to the community. 
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——-- Abstract No. 1 


Author: Bancroft, J., Williamson, L., Warner, P, Rennie, D. and Smith, S.K. 


Title: 


Perimenstrual Complaints in women complaining of PMS, 
Menorrhagia and Dysmenorrhoea: Toward a Dismantling of Premenstrual 
syndrome. 


Source: Psychosomatic Medicine, 1993, 55: pp. 133 -145 


Place: United Kingdom 


Aims and Objectives: 


¢ To compare four groups of women; three presenting at a Gynaecology Outpatient Department 


(GOPD) with either PMS, dysmenorrhoea or menorrhagia, plus a non-complaining control 
group. 


To understand the extent to which the women in these 3 clinical groups overlap in their 
experience of the ‘menstruation factor’ i.e. heaviness of bleeding, pain and premenstrual 
symptoms and how they compare in these respects with women who have not recently 
sought help for any of these complaints. 


To compare the reported pattern of perimenstrual symptoms, especially their timings in all 
4 groups i.e. ‘timing factor’. 


To understand the relation between neuroticism as measured by EPI and the presentation of 
these various symptoms i.e. ‘vulnerability factor’. 


Nature of Study: Hospital-based retrospective study 


Methodology: 


> 


261 women presenting at a Gynaecology Outpatient Department [GOPD] with either PMS 
(P group), dysmenorrhoea (D group) or menorrhagia (M group) and meeting the inclusion 
criteria were invited to participate in the study. The inclusion criteria was i) woman was still 
menstruating regularly, ii) not used steroidal contraceptives during the previous 3 months. 
105 women from 3 general practices were recruited in the control group (C group). 


A modified version of Menstrual Health Questionnaire (MHQ) was used. The Eysenck 
Personality Inventory (EPI) was also used. 


Women reporting ‘heavy’ or ‘very heavy’ menstrual blood loss in the questionnaire were 
invited to have their blood loss measures, using the method of Hallberg and Nilsson. 


ii? vTALLACS HOICOOOI OE lr 
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Major Findings: 


¢ During the menstrual phase, the D group reported more severe and the C <P less 
severe pain than the other three groups. D group (41%) experienced severity oT pain 
in the premenstrual phase also. 


¢ When cycle-related patterns were assessed, substantially more of the D group met 
the criteria for premenstrual and menstrual pain (48.2%) than for menstrual pain only 


(28.6%). 


¢ The percentages meeting either the premenstrual only or premenstrual and menstrual 
criteria for emotional patterns for each main group were’ as follows: M group 73%, 
P group 86%, D group 88%, and C group 58% and for physical patterns it was M- 79%, 
P- 92%, D- 86%, C-68%. 


¢ The proportion regarding themselves as suffering from severe PMS were M (17%), 
P (55%), D (69%), C (4%). 


¢ Complaints for specific Perimenstrual Symptoms: The P group was significantly more 
depressed than the other two patient groups during the premenstrual phase. Only the 
M group was depressed during menstruation. During the postmenstrual week, the 
P group was again significantly more depressed than the other three groups. 


¢ The 3 clinical groups did not differ from each other on the symptom of bloating in 
either phase but were significantly more severe than the controls. 


¢ There were significant overall differences in food cravings between the groups for 
both premenstrual and menstrual phases. During both phases, the P group ratings 
(60%) were significantly more severe than those in the other three groups. 


The severity ratings for clumsiness were highly significant between the 4 groups. 
Premenstrually, the P group was more severe than the other three groups, which did 


not differ significantly from each other. 


There was significant correlation between self-reported heaviness of menstrual bleeding 
and the severity of premenstrual and menstrual pain. 


The P group was more introverted than the D group and the other three groups 
combined. 


There were no significant differences between the four groups in the Lie scores. 


The P group had substantially higher scores on neuroticism scale than the other three 
groups 


Neuroticism had most consistent correlations across groups for the mood symptoms 
n . ; 
otably tension. However, there was no correlation with depression in the D group 


th ¢ 
both premenstrually and menstrually. Thereby neuroticism was less relevant to 
depressive mood in the clinical Group. 


io °°@©|™”™” «i ———____ 


¢ Depressive symptoms, which were the most important in leading the women to seek help 
for their PMS, were related to all the three factors i.e. ‘time-factor’, ‘menstruation factor’ 
and ‘vulnerability factor’. 


* Depressive mood changes seemed to be linked to the ‘timing factor’ but were worse or 
more prolonged in women with high neuroticism, heavy bleeding and severe pain. 


Abstract No. 2 


Author: Born, L., Shea, A. and Steiner, M. 
Title: The roots of depression in adolescent girls: is menarche the key? 
Source: Current Psychiatry Rep., 2002, 4(6): pp. 449-60 


The authors have reviewed the literature on the relationship between menarche and the onset 
of major depression in early adolescence. The literature indicates that vulnerability to depression 
may be rooted in an intricate mesh of genetic traits, normal female hormonal maturational 
processes and gender socialization. The review provides information regarding the gender 
differences in the presentation of depressive symptoms along with biologic, psychologic and 
sociologic factors contributing to depression in adolescent girls. The authors note that the burden 
of illness associated with the onset of depression after menarche reinforces the importance of 
prevention and also expeditous recognition and intervention. 


LAPSALILATTPASLDPAIS SALAS, 


Abstract No. 3 


Author: Chandra, PS. and Chaturvedi, S.K. 
Title: Cultural Variations of Premenstrual Experience 


Source: The International Journal of Social Psychiatry,1989, 35(4): pp. 343-349 


Place: NIMHANS, Bangalore 
Aims and Objectives: 


This study was undertaken to explore the following: 
* Does ‘Premenstrual Syndrome (PMS)’ exist in non-Western culture? 
¢ If present, does it differ in symptom profile from the West culture-bound ‘PMS’2 


*¢ What are the sociocultural factors, which lead to the protean manifestations of a 
predominantly biological event? 


EEE eee CTT 
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Nature of the study: Retrospective study 


Methodology: 


7 


48 nursing students between 15-45 years formed the sample. 
All the students were assessed for changes during the premenstrual phase. 


Semi-structured proforma was used to gather information regarding the sociodemographic 
variables, gynaecological and menstrual history. 


Premenstrual symptom checklists were formed by the authors independently interviewing 
female psychiatry patients and normal women for premenstrual changes. 


Form | was used, which consisted of item symptom list focusing exclusively on positive 
emotional, somatic and cognitive changes occurring in the premenstrual period. 


Form II, which consisted of 17 items and included cognitive, vegetative and atfective 
symptoms related to the premenstrual phase compared to the rest of the cycle. 


The two rating measures used were numerical and visual. 


A visual analogue scale was devised which measured 24 menstrual changes along two 
dimensions, which were rated across each of the two axes. 


Criteria from DSM-IIIR were used to identify patients with a premenstrual syndrome specified 
as late luteal phase dysphoric disorder. 


Major Findings: 


¢ 6% women qualified for a syndromal diagnosis. 


¢ Women had changes related to fatigue, backache, bloating i.e. somatic and vegetative 


symptoms rather then affective and cognitive changes. 


The authors report that the reasons for the low occurrence of premenstrual syndrome among 
Indian women may be due to the following reasons: 


¢ Women in the Orient are known to somatise very often and report less affective and 


cognitive changes. It is possible that low manifestations of affective and behavioral symptoms 
excluded some of the women from the DSM-Illl criteria for a premenstrual syndrome. 


Women in India are sanctioned respite from all household duties during the menstrual and 
- haggle: phase. They are not expected to work and the demands on them by their 
amily decrease. This might lead to reduction of the feelings of distress and helplessness, 


which women from the West, who have to continue all activities during the menstruum 
might experience. : 


A high incidence of positive emotions related to the premenstrual phase can, in some 
way, balance the negative experience. . 


a a 
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——— Abstract No. 4 


Author: Chaturvedi, S. and Chandra, PS. 


Title: Sociocultural Aspects of Menstrual Attitudes and Premenstrual Experiences in India 
Source: Social Science and Medicine, 1991, 32(3):pp. 349-351 
Place: NIMHANS, Bangalore 
Aims and Objectives: 

* To explore the inter-relationship between menstrual attitudes and premenstrual experiences. 
Methodology: 


¢ 48 nursing students, in the reproductive age group, were selected. 


¢ Menstrual Attitude Questionnaire (MAQ) was abridged, adapted and modified by the 
authors. 


* Sociodemographic details and menstrual and obstetric history were also noted. 
Major Findings: 


¢ High rating was seen in menstruation being perceived as a natural event and least as a 
debilitating event. 


¢ Older women considered menstruation as a natural event. 
¢ Distressful symptoms correlated significantly with debilitating and unhealthy attitudes. 


¢ Premenstrual well-being correlated highly with naturalness attitudes. 


Abstract No. 5 


Author: Chaturvedi, S.V., Chandra, PS., Issac, M.K., Sudarshan, C.Y., Beena, M.B., 
Sarmukkadam, S.B., Rao, S. and Kaliaperumal, V.G. 


Title: Premenstrual experiences: the four profiles and factorial patterns 
Source: Journal of Psychosomatic Obstetric and Gynaecology, 1993, 14: pp. 223-235 


Place: Bangalore, Indio 


te att 


Aims and Objectives: 


* 


- 


To study premenstrual experiences in non-complaining women. 


To graphically depict the premenstrual experiences as derived from the visual analog 
scale. 


Nature of Study: Retrospective study 


Methodology: 


. 


112 female students of the B.A. first year were included in the study. 


Premenstrual Assessment Form | (PAF |) was used to elicit positive experience during the 
premenstrual periods. 


PAF {| was used to elicit negative, distressful feelings and experiences. 
Visual Analog Scale was used to quantity both positive and negative changes. 


Demographic details, gynaecological and menstrual history and details of contraceptive 
use were recorded. | 


Premenstrual period has been considered as the period from 5 days prior to the onset of 
menstrual bleeding to 2 days after the onset of flow. 


The 26 items of the PAF | and II were factor analyzed by the principal components methods 
using a varimax rotation. 


Major Findings : 


a 


> 


27% of women reported no or minimal changes. 

20% reported predominantly negative experiences and 18% predominantly positive feelings. 
In 35% of the subjects mixed positive and negative feelings coexisted. 

Severe premenstrual changes were noted in only 8% of the women. 

None had a late luteal phase dysphoric disorder. 

Four factors were derived. 

Factor | had 12 items indicating negative experiences. 


Factor Il had seven items indicating positive feelings. 


a two factors have vegetative features like sleep and bowel changes and sexua 
eelings. 


Research needs to be directed towards understanding the mixed group of symptoms rathe 
than emphasis on negative feelings. 


mmm 
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———- Abstract No. 6 


Author: Endicott, J. 


Title: 


The menstrual cycle and mood disorders 


Source: Journal of Affective Disorders, 1993: pp. 1-8 


In this paper, the author has reviewed studies indicating the following: 


° 


A relationship between an ongoing major depressive disorder and premenstrual exacerbation 
of mood symptoms. 


An increased risk for onset or worsening of major depressive disorders during the 
perimenstrual period. 


Increase in hospital admissions prior to and after the onset of menstruation. 
Increased risk of suicide attempts in the premenstrual period. 
Relapse of postpartum depression during the premenstrual period. 


Severe premenstrual or perimenstrual depressive syndromes that meet symptomatic criteria 
for major depressive disorder in women with no evidence of other current mental or 
physical disorder. 


The author emphasises that there is ample evidence to indicate that clinicians, investigators 
and patients should take into consideration that there may be menstrual cycle associated 
changes in the severity and even the occurrence of periods of depressive syndromes or 
disorders. They should take such changes into account in the study, treatment and 
management of mood disorders. 


The author suggests that studies should reveal the characteristics of those women for whom 
changes associated with the menstrual cycle are related to the course of illness of their 
mood disorders. The identification of potential contributing factors to the course of illness 
of mood disorders in some women has the potential for leading to better understanding of 
pathophysiology of depressive disorders in general. 


She notes that there is a need to pay greater attention to the possible effects of the 
biological changes associated with the menstrual cycle on the other biological systems 
thought to be involved in the causation of major mood disorders. 


Thereby, there is a need for research to be done in the area of the relationship between the 
menstrual cycle and mood disorders. 


15 


__. Abstract No. 7 LL 


Author: George, A. 


Title: lt Happens to Us: Menstruation as Perceived by Poor Women in Bombay 
ne 

Source: Listening to women talk about their health: issues and evidence from India. New 
al 


Delhi: Har Anand Publications. 
Place: Bombay, India 


Aims and Objectives: 


¢ To explore women’s understanding of menstruation, its effects on their daily lives and their 


health. 
¢ To understand the significance of menstrual bleeding for women. 


¢ To explore the relationship between their social attitudes towards menstruation and their 
status as women in society. 


Nature of Study: Community-based qualitative study 
Methodology: 


¢ 6 women from a slum in Bombay were invited to participate in a series of 7 focus group 
discussions. They were in the age-group of 25-40 years and all of them had at least 6 
years of schooling. 


¢ The discussions centered around various social and physiological milestones in the 
reproductive history of the women. 


Major Findings: 


¢ All but one woman had no previous knowledge about menstruation prior to menarche. 


All women recollected their first menstrual period as being characterized by ignorance and 
initiation into menstrual taboo behaviour. 


Menarche evoked feelings of fear and anger because of the avoidance behaviours imposec 
on them and disgust towards the body and the messiness of menstruation. 


aie their traumatic initiation into puberty, the women were reluctant to personally 
inform their daughters about menstruation prior to menarche. 


a they acknowledged the need to provide information to their daughters. Ignorance 
of the physiology of menstruation and discomfort to explain matters related to sex anc 
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reproduction were the two main inhibitory factors mentioned by the women. 


Irrespective of the inauspiciousness of menstruation, all the women mentioned the celebration 
following menarche. 


Women reported swelling of the body, backache and fever before menstruation; ache in 
limbs, especially the calves; heaviness of the body; backache; weakness and giddiness. 
Other problems related to the duration of menstrual bleeding and the volume of blood 
loss, namely, excessive bleeding; spotting and amenorrhoea unrelated to pregnancy. 


Women were aware that negative mood changes like irritability and lethargy were associated 
with the premenstrual and menstrual states, and they recalled experiencing these mood 
changes. 


Women related physical problems to overwork and excessive and painful bleeding to 
excessive consumption of spicy or sour foods. | 


Women mentioned that problems like difficulty in management of menstrual bleeding due 
to cramped living conditions, lack of privacy and amenities like a constant water supply 
add to the negative connotations associated with menstruation. 


Women have relaxed menstrual taboo behaviour partially because of their changing belief 
that menstruation is not totally impure and largely because the present material circumstances 
of their lives do not allow menstruation to disrupt their lives. 


Women associated menstruation with an ability to have children and after achieving their 
desired family size they talked about putting up with it, as there is no ‘cure’ for it. 


Menstruation was looked at positively as an indicator of non-pregnancy and as a temporary 
relief from the trouble of sex during menstrual days. 


Abstract No. 8 


Author: Gomati, N. S. 


Title: 


A study on premenstrual syndrome and performance of undergraduate students 


Source: Journal of Psychological Researches, 2003, 47(2): pp. 81-87 


Place: Chennai, India 


Aims 


* 


> 


and Objectives: 


To study the premenstrual, menstrual and postmenstrual symptoms and performance of 
arts and science students. 


To know whether there is any differences in PMS and the performance among the (group!) 
Psychology, (group2) Biochemistry; Microbiology and (group3) Computer-B.Sc and BCA of 
the science students. 
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¢ To know the differences in PMS and performance in subjects of varying length of menstrual 
cycle in arts and science students. 


¢ To know the differences in PMS and performances in subjects of varying length of menstrual 
period duration in science students. 


Nature of Study: Undergraduate College based-study 
Methodology: 


¢ A test was constructed by the author with help of another colleague for the assessment of 
PMS and students’ performance. 


¢ The questionnaire was administered to 500 subjects, 250 from arts and 250 from science. 
Major Findings : 


¢ Menstrual symptoms were high in the undergraduate students during menstrual period. 


¢ The PMS of the science students of different groups were almost the same. The performance 
of Psychology students was more affected than the other groups. 


¢ Menstrual cycle length and menstrual period duration have no bearing on the student 
groups in PMS and the performance of students. 


sens PE Stat NO, QR 
Author: Goyal S., Agarwala S. and Sharma V. 
Title: Attitudes towards menstruation 


Source: Journal of Personality and Clinical Studies, 1991, 7(2): pp. 195-198. 
| Aims and Objectives: 
* To study women’s attitudes towards menstruation. 


Methodology: 


* 150 women of different age groups (12-20 years, 21-35 years, 36-45 years) were selected. 
They were sub-divided into normals and neurotics. 


* Each of them completed a scale of attitude towards menstruation. 


Major Findings: 
¢ No significant difference was observed in attitudes of women of various age groups, 
¢ However, normal and neurotic females were significantly different from each other. 
¢ Interaction of age and neuroticism was significant. 


¢ Females without prior information about menstruation showed a significant favorable attitude 
towards menstruation. 


——— Abstract No. 10 


Author: Grady-Weliky, T.A. 
Title: Premenstrual Dysphoric Disorder 
Source: The New England Journal of Medicine, 2003, 348(5): pp. 433-438 


In this paper, the author has reviewed the literature on the symptoms, diagnoses, treatment of 
Premenstrual Syndrome (PMS) and Premenstrual Dysphoric Disorder (PDD). The literature indicates that: 


¢ As many as 75% of the women of reproductive age report having premenstrual symptoms 
at some time during their lives. 


¢ PDD is a severe form of PMS that affects 3 to 8% of women of reproductive age. It is 
characterised by a combination of marked mood swings, depressed mood, irritability 
and anxiety, which may be accompanied by physical symptoms. These symptoms occur 
exclusively during the luteal phase of the menstrual cycle, with remission generally within 
three days after the onset of menses. 


¢ Diagnoses of PDD calls for a comprehensive history and physical examination to rule out 
other possible causes of the emotional and physical symptoms. Prospective daily recording 
of the presence and severity of symptoms for at least two menstrual cycles is used to 
confirm the diagnosis of premenstrual dysphoric disorder. 


* Various strategies for treatments of PMS and PDD have been mentioned: 


i. Lifestyle-related interventions 

ii. Psychopharmacologic interventions: 
1. Selective Serotonin-Reuptake Inhibitors 
2. Alternative Psychotropic Agents 


3. Hormonal Interventions 


¢ The author points out that however, the efficacy of lifestyle interventions and 


psychopharmacologic interventions for PDD remains unclear. Similarly, the cognitive- 
behavioural therapy interventions have yielded inconsistent results. In addition, the most 
appropriate strategy for administration (intermittent or luteal-phase vs. continuous 
administration) and the optimal duration of the pharmacologic treatment for PDD remain 
uncertain. 

¢ The author also mentions that there is lack of clarity about the minimum time span required 
for the alleviation of symptoms. However once a patient has had demonstrated response, 
the author recommends continuing the effective treatment for at least 9 to 12 months. 


_ Abstract No.11—$—=—$—$—=—$__$_ —_—_ $< __ 


Author: Gupta, J. and Gupta, H. 

Title: Adolescents and menstruation 

Source: Journal of Family Welfare, 2001, 47(1): pp. 1-13 
Place: Jaipur, India 

Aims and Objectives: 


¢ To assess the knowledge, attitudes and practices of adolescent girls and their mothers 
regarding menstruation and related psychosocial issues. 


* To explore the possibility of imparting them reproductive health education. 


Methodology: 


* Adolescent girls from 7", 8" and 9" standard were selected. 180 were from public schools 
and 180 from private schools. 


Questionnaires and Focus group discussions were used for data collection. Questionnaires 
recorded the information concerning their feelings and mental status and the time of the 
first menstruation and there after, their knowledge and perceptions regarding the menstrual 
cycle and their preparedness to face the new development, prohibition imposed during 
menstruation and their opinion about reproductive health education. 


Parents were interviewed using a checklist to find out their opinion regarding their adolescents’ 
knowledge about their development, mother’s contribution in imparting education to them 
and what they thought should be done to handle reproductive health issues. The parents 
were not necessarily of the girls who were interviewed. 


ee 


Major Findings: 


. 


68% of the adolescent girls did not know about menstruation phenomenon before they had 


experienced it. As a result, the dominant feelings during the first cycle were those of shock 
and anxiety. 


The girls depended on friends, elder sisters and literature for gleaning information on the 
subject. Besides even when mothers inform their daughters about menstruation after the 
first period there was no discussion on the relationship between menarche and reproduction. 


Emotional response to the experience of menstruation: feelings of frustration, shock and 
anxiety were common among girls from both the types of schools. Feelings of guilt and an 
inferiority complex were higher among girls from the lower middle and lower classes. 


Mothers consider it important to explain to their daughters the restrictions and prohibitions 
imposed on them during this period. Many religious, physical and social restrictions were 
imposed on them. 


Significant number of girls considered menstrual bleeding to be polluting and impure. 


There is a serious lack of knowledge among adolescents regarding the vital functions and 
processes of their bodies. 


There is a lack of sensitivity on the part of parents and teachers to cater to the basic 
reproductive health information needs of adolescents. 


Abstract No. 12 


Author: Katrina, W., Dimmock, P, Jones, P, Obhrai, M. and O’Brien, S. 


Title: 


Efficacy of progesterone and progestogens in management of premenstrual syndrome: 
systematic review 


Source: British Medical Journal, 318: pp.1375-1381 


Aims and Objectives: 


° 


To evaluate the efficacy of progesterone and progestogens in the management of 


premenstrual syndrome. 


Nature of Study: Systematic review 


Methodology: 


¢ 10 trials of progesterone therapy (531 women) and four trials of progestogens therapy 


(378 women) were reviewed. 
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¢ All the data were extracted independently in duplicate by two investigators by means of o 


standardised protocol and data collection form. 
* Data was collected on dosage and preparation of treatment. 


Withdrawals from treatment and side effects were recorded. 


« 


* 


Trial quality was assessed by using @ scale developed by Jadad et al to assess the 
randomisation, double blinding, reports of dropouts and withdrawals for the trials. 


* Another scale developed by the authors was used to assess the quality of the trials used for 
study design, reproducibility and statistical analysis. 


Main outcome measures: 


¢ Proportion of women whose symptoms showed improvement with progesterone preparations 
(suppositories and oral micronised). 


¢ Proportion of women whose symptoms showed improvement with progestogens. 


¢ Secondary analysis of efficacy of progesterone and progestogens in managing physical 
and behavioural symptoms. 


Major Findings: 


¢ Overall standardised mean difference for all trials that assessed efficacy of progesterone 
(by both routes of administration) was 0.028 (95% confidence interval -0.017 to —0.040). 


¢ The odds ratio was 1.05 (1.03 to 1.08) in favour of progesterone, indicating no clinically 
important difference between progesterone and placebo. 


¢ For progestogens the overall standardised mean was ~0.036 (-0.014 to —0.060) which 
corresponds to an odds ratio of 1.07 (1.03 to 1.11) showing a statistically, but not clinically, 
significant improvement for women taking progestogens. 


Conclusions: 


* The evidence from these meta-analyses does not support the use of progesterone or 
progestogens in the management of premenstrual syndrome. 


. The authors mention that this result contributes to the refutation of the theory that progesterone 
deticiency leads to premenstrual syndrome. 


‘ 
The review indicates that there is now no convincing evidence to support the continued 
prescription of progesterone or progestogens for the management of premenstrual syndrome 


—— Abstract No. 13 ——————___ 


Author: Mukhopadhyay P 


Title: A psychological approach to premenstrual syndrome 


Source: Indian Journal of Clinical Psychology, 1992, 19(2), pp. 68-72 


Aims and Objectives: 


* To investigate level of arousal of females suffering from Premenstrual Syndrome (PMTS) 
during premenstrual and intermenstrual stages and contro! group (n=20). 


Methodology: 


* 20 females who were suffering from PMTS and 20 other females were selected as control 
group. 


¢ State Trait peo Inventory and Mood Rating Scale and 
¢ Psychophysiological (skin conductance) and protection tests were conducted. 
Major Findings: 
¢ Both groups experienced greater arousal in premenstrual than intermenstrual period. 


* However, PMT group showed higher level of arousal in both phases and greater 
predisposition to anxiety, neuroticism and extraversion. 


Abstract No. 14 
Author: Prema, S.V., Chandra, PS. and Chaturvedi, S.K. 
Title: Psychiatric Admissions and the Menstrual Cycle-ls there a Relationship? 
Source: NIMHANS Journal, 1991, 9(2): pp. 91-96 
Place: Bangalore, India 


Aims and Objectives: 


¢ To find a relationship between phases of the menstrual cycle and i) Emergency admission 
(those where the patient in crisis, was unmanageable at home or acutely distressed), 
ii) Elective or planned admissions (which was preplanned, made by appointment, usually 
for diagnostic or research purposes and not because the patient was unmanageable at 
home or acutely distressed), iii) Nature of psychiatric illness and iv) Recurrence of already 
existing psychiatric problem vis-a-vis a new episode. 
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Nature of Study: retrospective Psychiatric hospital-based study 


Methodology: 


» 134 consecutive women admitted during the 3 months period of the study were included 


and were grouped based on the menstrual cycle information and the type of admission. 
Sociodemographic information was collected. 


Information regarding the use of oral contraceptive or other hormonal preparations was 
taken. | 


Details of menstrual history were recorded. Women with ‘irregular periods’ (defined as 
cycle length less than 21 days or more than 35 days or actual variations of more than 6 
days) were excluded. 


The cycle phase for each woman was divided into: i) Premenstrual (5 days prior to onset), 
ii) Menstrual (days of flow), iii) Immediate postmenstrual (5 days after stopping of flow) and 
iv) Intermenstrual. 


Diagnoses as per ICD-9 were obtained from the patient’s records. 


Details of the psychiatric admission, type of admission and details of the psychiatric illness 
and medical illness, if any, were noted. 


Major Findings: 


> 


No significant differences in the rate of admission in the different phases of menstruation 
were noted in the study group. 


However, there was a slight non-significant increased rate of admissions in the premenstrual, 
ovulatory and immediate post-menstrual phases. 


A distinct decrease in admissions during the menstrual period and during the early luteal 
phase was also noted. 


Menstrual cycle phase did not have a significant relationship with the elective or emergency 
nature of psychiatric admissions. 
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Abstract No. 15 


Author: Ranganathan, N. 


Title: 


Puberty, Sexuality and Coping: An Analysis of the Experiences of Urban Adolescent Girls 


Source: Psychological Studies, 2003, 48(1): pp. 56-63 


Place: Delhi, India 


Aims 


and Objectives: 


¢ To know how girls perceive and describe the experiences of puberty. 


e 


To identity the changes which they observe in their bodies and how they feel about them. 


To know their reactions and feelings towards breast development and menstruation, in 
particular. 


To locate their sources of knowledge and information about issues concerning puberty and 
sexuality. 


To document and evaluate their experiences at home, school and with friends during this 
phase of their lives. 


To understand how they feel about their emerging sexuality and the methods of coping 
which they use. 


Methodology: 


5 


° 


120 girls, in the age group between 16-18 years, from class Xl and XII were randomly 
selected from three different types of schools that were representative of different social and 
cultural backgrounds. The public school typified the upper class, the Kendriya Vidyalaya 
represented the middle class and the state government schools the lower class depending 
on the fees structure of the school. 


6-8 sessions of focus group discussions were conducted 


Major Findings: 


° 


Majority of the girls had negative associations and memories towards the experience of 
puberty. They interpreted puberty as almost being synonymous and inter-changeable with 
menstruation. 


Most girls reported feeling very awkward and self-conscious at the time of initial breast 
development and at the time when they first began to wear bras. There were differences 
with respect to the experiences of breast development. The reactions of self-consciousness 
and awkwardness at the initial stages were similar among all the adolescent girls, however 
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the pre-occupation with bust-lines and breast size thereafter was seen much more prominently 
in the public school girls. 


Regarding menstruation, there was consensus In the feelings of physical discomfort and the 
nuisance of a recurrent monthly cycle. Some girls expressed acute self-consciousness 0! 
having to buy sanitary napkins from male sales persons. However girls from the Kendriya 
Vidyalaya and government school considered menstrual blood to be impure. Many girls 
expressed feeling angry about the restrictions on entering the puja room, the kitchen, 
touching the pickle jars of the household and being asked to eat food in separate vessels, 
but felt helpless and unable to do anything about them. 


For most of the girls weight gain and broadening of the pelvis was a source of great worry. 


Skin colour, texture and the emergence of acne and pimples wos another prominent source 
of tension and anxiety for many girls. They expressed feeling more self-conscious about 
their appearance. Many girls expressed discomfort with excess facial hair. Body image, 
especially mediated through personal appearance was a very important component of the 
adolescent girls ‘psyche’ in general and prominently for the public school girls. 


Almost all the girls reported major changes in communication with members of their 
family, especially their fathers, uncles and elder brothers. This was also a period for 
heightened mother-daughter conflict as mothers were looked at as trying to regulate their 
behaviour. 


With regards to school life, government school girls said that since they were in a single- 
sex school, life at school continued in the same way for them, excepting that sometimes 
they felt that their teachers were very critical of them and demanded very adult-like, mature 
and controlled behaviour from them. However, girls from different schools shared similar 


experiences of their teachers gauging the length of their skirts, asking them to pull up their 
socks and constantly scrutinizing their behaviour. 


All the girls felt that friends were their biggest support system. 


The study also indicates that all experience sexual feelings during the phase of puberty and 
adolescence but due to the ‘guilt and: shame orientation’, they are apprehensive about 
discussing them. They resorted to vicarious and sublimated methods of dealing with it. 


Overall, the study points out that during puberty and adolescence girls are looking for 


empathy and unconditional and uncritical acceptance, which seems to be coming only 
from their friends. 
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Abstract No. 16 


ALOT OLE A A Ae 


Author: Rubinow, D.R. and Schmidt, PJ. 


Title: 


Menstrual and Formal Mood Disorders 


Source: Premenstrual, Postpartum and Menopausal Mood Disorders. 


Urban and Schwarzenberg, USA, 1989. 


In this paper, the authors have reviewed the literature on the various proposed relationships 
between premenstrual syndromes and formal psychiatric disorders. Largely they have reviewed the 


literatu 


* 


re indicating the following: 


The relationship between disturbed menstrual cycle and psychiatric morbidity. Studies have 
postulated that disturbed menstrual cycle function might result in altered central nervous 
system activity. | 


It was claimed that the pathology of the female reproductive tract could culminate in 
insanity. The literature of the late 19" century have challenged the disputed prevalent 
notion of the etiological role of menstrual cycle dysfunction in psychiatric illness. It provided 
evidence for the disturbances of menses by stress associated with the onset of psychiatric 
illness. It was claimed that all acute insanities disturb or suspend menstruation. 


A set of studies reviewed the claim that the normal rather than disordered menstrual 
function could influence or alter the expression of concurrent psychiatric symptomatology. 
An exacerbation of psychiatric symptoms in relation to menstrual cycle was noted. Menstrual 
cycle phase was seen to influence the appearance as well as reappearance of the symptoms 
of psychiatric disorders. 


Studies of the co-occurrence of PMS and formal psychiatric disorders have been reported 
by the authors. These studies have elicited mixed result, however a majority of them have 
reported premenstrual depression in patients with major depressive disorders. 


However, the authors note that there has been no success in defining the etiological role of 
PMS or relationship between PMS and psychiatric disorder. 


Studies have attempted to understand the biology of PMS whereby the basal hormonal 
levels throughout the menstrual cycle, cortisol suppression and thyroid stimulating hormone 
(TSH) have been studied. 


Studies attempting to understand the pattern of mood changes in PMS have been reported. 
The authors have reported that menstrually related mood syndromes are complicated 
biobehavioural disorders that cannot currently be adequately understood with monolithic 
medical or psychological models. The various alternative models of PMS have been reported. 
These models indicate that the timing of symptoms is not only an important diagnostic 
variable in PMS but may also be a critical etiologic variable. 
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__.- Abstract No. 17 Nee EEE 


Author: Thys-Jacobs, S., Starkey, PR. Bernstein, D. and Tian, J. 


Title: 


Calcium carbonate and the premenstrual syndrome: Effects on premenstrual and 
menstrual symptoms 


Source: American Journal of Obstetrics and Gynaecology, 179(2): pp. 444-452 


Place: United States 


Aims 


and Objectives: 


* To evaluate the effect of calcium carbonate on the luteal and menstrual phases of the 


menstrual cycle in premenstrual syndrome. 


Nature of Study: Prospective, randomised, double-blind, placebo-controlled, parallel-group, 


multicenter clinical trial 


Methodology: 


Healthy, premenopausal women between the ages of 18 and 45 years were recruited 
nationally across the United States at 12 outpatient centers and screened for moderate-to- 
severe cyclically recurring premenstrual symptoms. 


466 women were selected from amongst the 720 screened. There was no difference in 
age, weight, height, use of oral contraceptives or menstrual cycle length between treatment 


groups. 


Symptoms were prospectively documented over 2 menstrual cycles with a daily rating scale 
that had 17 core symptoms and 4 symptom factors. 


Participants were randomly assigned to receive 1200 mg of elemental calcium per day in 
the form of calcium carbonate or placebo for 3 menstrual cycles. 


Routine chemistry, complete blood cell count and urinalysis were obtained on all participants. 


Daily documentation of symptoms, adverse effects and compliance with medications were 
monitored, 


Major Findings: 


During the luteal phase of the treatment cycle, a significantly lower mean symptom comple» 


score wos observed in the calcium-treated group for both the second (P=0.07) and third 
(p- 0.01) treatment cycles. 


a 
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¢ By the third treatment cycle calcium effectively resulted in an overall 48% reduction in total 
symptom scores from baseline compared with a 30% reduction in placebo. 


¢ All 4 symptom factors were significantly reduced by the third treatment cycle. 
Conclusion: 


¢ Calcium supplementation is a simple and effective treatment in premenstrual syndrome, 
resulting in a major reduction in overall luteal phase symptoms. 
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Abstract No. 1 


Author: Ciencia: P, Sudha, M.B., Subbarathna, A. R., Rao, S., pe imussert! M. and 
Channabasavana, S. M. 


Title: Mental health in mothers trom a transitional society : the role of spouse supportiveness. 
Source: Family Therapy, 1995, 22(1): pp. 49-59 
Place: Bangalore, Karnataka 
Aims and Objectives: 
¢ To study the role of spousal supportiveness in the well being of Indian women. 
Nature of Study: Community-based study 


Methodology: 


¢ 150 women who had at least one child under the age of 12 were randomly selected from 
a city slum, three villages from Anekal Taluka and from an urban population in Bangalore. 
Women who were manifestly psychiatrically ill and those who were separated, divorced or 
widowed were excluded. 


¢ Following Measures were used: 
1. Measures of husband supportiveness 
2. Subjective Well-being Inventory (SWB)). 
3. Emotional Well-being was measured by Fordyce’s Ladder 
4. Vernacular version of 5 item GHQ 


5. Socio-demographic details were also collected. 
Major Findings: 


Husbands were perceived as being more supportive in household chores in the rural group, 
while help with childcare was greater in the urban group. The total score of husband supportiveness 
was significantly higher in the urban group. 


¢ Urban women perceived their husbands as more supportive and slum women the least. 


¢ Well-being was positively correlated with husband supportiveness in the slum and urban 
groups and less so in the rural group. 


¢ Younger more educated women, from higher income groups and with fewer children 
reported greater support. 
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cs Abstract NO. 2 ——— ee 


Author: Chandra, P, Venkatasubramanian, G. and Thomas, T. 
Title: Infanticidal Ideas and Infanticidal Behaviour in Indian Women with Severe Postpartum 


“eer ~~CS*”*«é sci esorders 
Source: The Journal of Nervous and Mental Disease, 2002,190(7): pp. 457-461 
Place: NIMHANS, Bangalore 
Aims and Objectives: 


* To investigate the prevalence, patterns and predictors of maternal aggression, infanticidal 
ideas, and behaviour.among women admitted to a psychiatric hospital in India. 


Nature of Study: Inpatient psychiatric unit based 
Methodology: 


¢ 50 women who were diagnosed with severe mental illness (described for the purpose of 
study as bipolar affective disorder, mania, moderate and severe depressive disorders and 
psychosis including schizophrenia), with its onset in the postpartum period were included in 
the study. Final sample was of 47 women. 55% of women were primiparous and 45% of 
the infants were female and their mean age was 4 months. 


¢ Semi-structured interviews were conducted for collecting socio-demographic and clinical 
information. 


¢ |CD-10 diagnoses were determined with consensus between two consultants in psychiatry. 
3 sources of data were obtained to document infanticidal ideas and behaviour: 


-History from a significant other, 

-Nursing observations during the first week of admission, 

-Psychiatric assessment within the first week of admission. 
Major Findings: 


* 43% (20 of 47) of the mothers had Infanticidal ideas (i.e. occurrence of an Infanticidal 


sc was recorded if the mother expressed ideas of wanting to seriously harm or kill her 
infant). 


. 36% (17 of 47) had infanticidal behaviour (i.e. behaviour that could result in serious and 
life threatening harm to the infant). 


* 34% of the mothers (16 of 47) had both infanticidal ideas as well as infanticidal behaviour. 
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¢ Infanticidal ideas and behaviour co-occurred frequently (r=80). 


¢ Infanticidal ideas were significantly associated with: 
1. Adverse maternal reaction to separation from the infant 
2. Psychotic ideas about the intant 


3. Depression in mother 


_¢@ Infanticidal behaviour was significantly associated with: 
1. Adverse maternal reaction to separation from the infant 
2. Having a female infant 


3. Psychotic ideas towards the infant 


Abstract No. 3 


Author: Chandran, M., Tharyan, P, Muliyil, J. and Abraham, S. 


Title: Post-partum Depression in a Cohort of Women from a Rural Area of Tormit Nadu, 
7 India: Incidence and Risk Factors 


- 


Source: British Journal of Psychiatry, 2002, 181: pp. 499-504 
Place: Vellore, Tamil Nadu 
Aims and Objectives: 


* To determine the incidence of and risk factors for developing postpartum depression in a 
cohort of women living in rural south India. 


Nature of Study: Community-based cohort study 
Methodology: 


¢ Over a sixteen week period consecutive, 359 consenting pregnant women over thirty four 
weeks of gestation and who were registered with the antenatal clinics, and who expected to 
remain in the area for a minimum of six weeks after delivery were chosen. 


¢ Women attending the antenatal clinics were assessed for the presence and severity of 
depressive systems and risk factors. These assessments were repeated at the homes of the 
participants as early as possible after the sixth postpartum week. 


* Tamil version of Revised Clinical Interviews Schedule (CIS-R) was used as the standardized 
interview schedule. A symptom checklist was made and ICD-10 (WHO, 1992) was used to 
diagnose depression. This interview was conducted at both assessment points. 
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¢ A questionnaire was designed for the assessment of risk factors for postnatal depression. 
This questionnaire was administered to each participant at both assessment points. The 
questionnaire covers the following areas: 


1. Past and family history of psychiatric disorder 
| 2. Obstetric history 

3. Environmental problems 

4. Relationships 

5. Adverse life events 


6. Fear and expectations. 


¢ Incidence of PND was calculated by defining cases by the presence of depression according 
to ICD-10 criteria at postpartum but not antepartum assessment. The risk of depression 
according to the presence or the absence of risk factors was assessed and risk ratios 
calculated. 


Major Findings: 
* Incidence of post-partum depression was | 1%. 


* Low-income, birth of a daughter when a son was desired, relationship difficulties with 
mother-in-law and parents, adverse life events during pregnancy and lack of physical help 
were risk factors for the onset of post-partum depression. 


ADStract NO. 4 qennennnennmnnnnmnnnninnintettttntntnttnitttttttttttN tt 


Author: Cox, J., Connor, Y. and Kendell R. 
Title: Prospective Study of the Psychiatric Disorders of Childbirth 


Source: _—_ British Journal of Psychiatry, 1982, 140: pp. 111-117 


Place: Edinburgh, United Kingdom 
Aims and Objectives: 
¢ To study the psychiatric disorders associated with childbearing. 


Nature of Study: Prospective study based in antenatal clinics 
Methodology: 
¢ At each antenatal clinic the patient with the first listed appointment was selected for 


interviewing, provided that she lived in Edinburgh and her pregnancy was not more than 
20 weeks gestation. Accordingly 114 women were admitted to the study. 
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¢ Goldberg’s Standardised Psychiatric Interview (SPI) was conducted on two occasions during 
pregnancy and twice in the puerperium. 


Major Findings: 


¢ 13 women had severe postnatal depression. 


* 


17 women had milder depression, which lasted at least four weeks. 


Sd 


Marked deterioration of their marital relationships was reported by the depressed women 


Sd 


No other social or obstetric characteristics of postnatal depression were found. 


¢ Women with severe postnatal blues were particularly at risk of developing persistent depressive 
symptoms subsequently. 


Abstract No. 5 ~~. 


Author: Gautam S., Nijhawan M. and Gehlot. , PS. 
_ Title: Post partum psychiatric syndromes — an analysis of 100 consecutive cases. 
Source: Indian Journal of Psychiatry, 1982, 24(4): pp.383-386 
Place: Jaipur, Rajashthan 
Aims and Objectives: 
¢ To study the phenomenology of post partum psychiatric syndromes 
Nature of Study: Prospective hospital-based study 
Methodology: 


¢ Study Group: 100 consecutive patients attending O.PD. of Psychiatric Centre, Jaipur with 
onset of psychiatric illness within 40 days of childbirth formed the sample of study. 


¢ Control Group: 100 consecutive female patients above the age of 14 years attending the 
outpatients. 


+ A specially designed Proforma was used to record information regarding obstetric history, 
history of delivery, puerperium and other historical details. Indian Psychiatric Interview 
Schedule was used for a detailed evaluation of all the patients and a psychiatric diagnosis 
was made according to ICD- 9. 


Major Findings: 
Out of 100 subjects it was possible to interview only 58 patients, the rest were uncooperative. 


¢ Common signs and symptoms observed were: 
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_ Loss of appetite (84%) 

_ Increased appetite (16%) 

- Auditory hallucinations (55%) 

- Subjective depression (30%) 

- Visual hallucinations (45%) 

- Suicidal ideation (40%) 

- Persecutory delusions (30%) 

_ Poor attention and concentration, feelings of incompetence and forgetfulness (30%) 

- Anxiety (15-20%) | 
Post partum psychiatric syndromes (PPPS) occurred more frequently among patients with 
age less than 25 years. When compared with the clinical population of OPD, it was seen 
that in patients with age less than 25 years, the percentage of patients suffering from PPPS 


was higher (81%) as compared to the clinical population (34%). This, according to the 
authors, could be because a majority of women conceive during this part of the childbearing age. 


Birth order of the patient does not seem to have any relation to the post partum psychiatric 


syndromes. 


Among 74% patients stress of physical illness either during antenatal period in the form of 
infections, toxemia, post partum haemorrhage or either illness was found. 


Menstrual history: 25% patients had dysmenorrhoea or irregular menstrual cycles in premorbid 
period. 


Obstetric history: 50% patients were primiparas and among multigravidas, 32% had 
mental illness associated with first childbirth. 


Onset of illness - is seen frequently within 3 weeks of childbirth (85%). 
Diagnostic breakup: 

- Schizophrenic reactions (68%) 

- Affective disorders (25%) 


- Neurotic reactions (07%) 
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Author: John, J., Charles, S.X. and Verghese,A. 


Title: 


Psychiatric disturbance during the post partum period — a prospective study 


Source: Indian Journal of Psychiatry, 1977,19(4): pp. 40-43 


Place: Christian Medical College, Vellore 


Aims 
¢ 


e 


and Objectives: 
To find out the incidence of post partum psychiatric disturbance. 


To find out significant factors which are related towards a tendency to develop postpartum 
psychiatric disturbances. Two factors: personality traits and presence or absence of an 
expectancy of the sex of the child were mainly looked into. Other factors — age, parity, 
family structure (joint or nuclear), complications during or after delivery (eclampsia, forceps 
delivery, sterilization, infections, etc.) and sex of child were also considered. 


Nature of Study: Prospective hospital-based study 


Methodology: 


o 


All women in their last trimester of pregnancy attending regular OPD of Obstetric and 
Gynaecology over a period of 3 months were studied. 108 consecutive women were 
screened. 9 were rejected due to non-cooperation and illiteracy. Ot the 99 women studied, 59 
came to hospital for delivery and thus were included in the final analysis. 


During the antenatal period: sociological data, past obstetric history and expectancy of 
the sex of the child (whether a particular sex was expected and it so which) were recorded. 
Women were asked to fill the Eysenck Personality Inventory (EPI) and to rate their subjective 
feeling of anxiety. 3 


Post delivery: women were interviewed again between the 3° and 5" day postpartum. 


Presence or absence of psychiatric disturbance was determined atter a psychiatric interview 
supported by observations of the nurses and relatives. 


Major Findings: 
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Of 99 pregnant women studied during antenatal period, 20 had gross degree of anxiety 
as rated subjectively by them (rating scale more than 50%). 


Of 59 women interviewed post partum, 14 showed clinical evidence of depression. Thereby 
incidence was found to be 23.7%. 


The psychiatric group of 14 women was compared with the non-psychiatric group (45 
women who did not develop psychiatric disturbance) with regard to the parameters 
mentioned above. 


39 


The only parameters, which significantly differentiated the 2 groups, were E.PI. Neuroticism 
score and the expectancy of the sex of the child. When the group of women, who were particular 
about the sex of the child, were again divided into those who realized their wish and who did not, 
there was a greater tendency for the latter to develop psychiatric disturbance, although this failed 
to reach statistical significance. , 


¢ Other factors did not have any significant relationship to the tendency to develop psychiatric 
disturbance. 


semua ADSTFACE NO. 7 memento 


Author: Kumar, R. and Robson, K.M. 
Title: A Prospective Study of Emotional Disorders in Childbearing Women 
Source: British Journal of Psychiatry, 1984, 144: pp. 35-47 
Place: Central London, UK 
Aims and Objectives: 
¢ To record the incidence of depression after childbirth. 


© To observe the natural history of such depression and search for antecedents for long term 
sequelae. 


Nature of Study: Prospective study based in an antenatal clinic 


Methodology: 


¢ A group of first-time mothers (119) were interviewed repeatedly at fixed intervals during 
their pregnancies and until their babies were a year old. They were then followed up at 4 years. 


¢ A similar investigation was carried out on 38 other primiparae and 39 multiparae, but 
only postnatally. 


Major Findings: 


¢ Incidence of depressive neurosis rose significantly in early pregnancy and in the first three 


months after delivery (10% and 14% of the main sample respectively). 
Subjects mainly suffered either from antenatal or postnatal depression, not both. 


Marital conflict and severe doubts about having the baby were associated with depression 
at either time. 


Bereavement and preterm birth were the only life events related with the onset of 
depression and bereavement had a greater impact during pregnancy. 
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¢ Depressed mothers were more likely to express negative or mixed feelings about their 
three-month old babies. 


*¢ Many women who had become depressed for the first time in their lives continued to 
experience psychological problems up to four years after childbirth. 


LISTE Tat 


Author: Misri, S. 


Title: “| don't know- it sounds so strange”: Electro convulsive treatment in pregnancy and 
‘ post partum. 
Source: Shouldn’t | be happy ? Emotional problems of pregnant and post partum women, 


The Free press publication. (pp. 302 to 311) 


In this chapter, the author has dealt with various treatments for severe psychiatric disorders. 
She reports that in addition to counseling, behavioral therapy and medication, there is another 
type of therapy for treatment of severe psychiatric disorders — Electro convulsive therapy (ECT). 


She has reported certain guidelines regarding the use of ECT for pregnant and post partum mother: 


1. The mother should have complete physical examination beforehand to detect any 
irregularities in her general health. 


2. ECT should usually not be given to mothers with high-risk pregnancies unless proper 
monitoring is provided. | 


3. Mother’s condition should be continuously monitored during ECT with an electrocardiogram. 
4. Low dosage electric current should be used. 


5. All of the usual procedures applying to surgical patients under general anaesthesia should 
apply — e.g. continuous monitoring of B.P, insertion of an endotracheal tube may be 
considered for advance pregnancies. 


6. With the pregnant mother, foetal monitoring should begin some hours before the procedure 
and continue for several hours afterwards. During ECT, foetal heart rate should be monitored 
with Doppler ultra sonography and it is important to assess how the foetus is doing on a 
weekly basis by means of non-stress tests 


7. Although the risk to the foetus from barbiturate anaesthesia is not well understood, brief 
exposure to these agents is not likely to be problematic. 


The author reports that most psychiatrists would consider ECT as a last defense therapy in 
specific instances to treat a pregnant mother — e.g. a women who is actively suicidal. She also 
reports that ECT presents no risk for a breast feeding infant, since medication used for general 
anaesthesia is excreted from mother’s body quite quickly. 
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She informs that the mother (if she is able) and her partner should be fully informed about her 
condition, the risk of treatment, the possible alternatives and the long term prognosis for her 
‘\Iness. Families who are -avolved in these decisions should get reliable medical advice. 


Finally, the author has reported that she tries to alleviate the fears of her patients by answering 
their questions as openly as possible. Many times, she personally accompanies her patients and 
their partners/family to the room where therapy takes place. This is essential to demystify the 
experience and relieve their anxiety. 


ue ADStract No. 9 


Author: Patel,V., Rodrigues, M. and Desouza, N. 

Title: Gender, Poverty and Postnatal Depression: a study of Mothers in Goa, India 
Source: American Journal of Psychiatry, 2002, 159(1): pp. 43-47 

Place: Goa, India 

Aims and Objectives: 


* To describe the natural history of postnatal depression in mothers who recently gave birth in 
a low-income country. 


¢ To investigate the effect of risk factors, particularly related to infant gender bias, on the 
occurrence and outcome of depression. 


Nature of Study: Prospective hospital-based study 
Methodology: | 


* 270 women were recruited during their third trimester of pregnancy from a District hospital in 
Goa. The mothers were interviewed at recruitment, 6-8 weeks and 6 months after childbirth. 
Interview data included presence of antenatal and postnatal depression, obstetric history, 
economic and demographic characteristics and gender-based variables (preference for 
male infant, presence of marital violence). 


* All women were interviewed at recruitment with the General Health Questionnaire, a 12 
item measure of overall general psychological health. 


* At 6-8 weeks after birth, the mothers were administered the Edinburgh Postnatal Depression 


Scale (Konkani version), a widely used screening questionnaire for detection of postnatal 
depression. 


At 6 months after birth, the mothers were administered the EPDS and Brief Disability 
Questionnaire. 


a who scored 12 or more on EPDS, at 6-8 weeks after delivery, were considered to 
ave PND. 
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¢ The incidence of depression in the postnatal period was determined from the proportion of 
mothers who developed a de novo depressive disorder after childbirth. Univariate 
associations (relative risks, Wald’s chi — square) between antenatal and postnatal variables 
and PND were considered to be predictors of PND. 


Major Findings: 
¢ Depressive disorder was detected in 59 (23%) of the mothers at 6-8 weeks after childbirth. | 


¢ 78% of these patients had had clinically substantial psychological morbidity during the 
antenatal period. 


¢ More than one-half of the patients remained ill at 6 months after delivery. 


¢ Economic deprivation and poor marital relationships were important risk factors for the 
occurrence and chronicity of depression. 


¢ The gender of the infant was a determinant of postnatal depression and it moditied the 
effect of other risk factors such as marital violence and hunger. | 


* Depressed mothers were more disabled and were more likely to use health services than 
nondepressed mothers. 


mee Abstract No. 10 


Author: Patel, V, DeSouza, N. and Rodrigues, M. 


Title : Post natal depression (PND) and infant group and development in low income 
—————_————_ countries : a cohort study from Goa, India. 


Source: Archives of Diseases in Childhood, 2002, 88(1): pp. 34-37. 


Place: Goa, India 


Aims and Objectives: 


* To determine whether PND contribute to poor growth and developmental outcomes in 
Goa, India. 


Nature of Study: Cohort study 

Methodology: 
_¢ Acohort study for growth outcome with nested case-control study of developmental outcome. 
¢ A total of 171 babies weighed and measured at 6-8 weeks following birth. 


¢ Edinburgh Postnatal Depression Scale was used to collect data on maternal mood. 
Sociodemographic and infant health variables were also looked at. Outcome measures 
were: weight (<5 centile), length (5" centile) and Developmental Assessment Scale for 
Indian infants scores at six months. 
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Major Findings: 
¢ At birth a higher proportion of babies in the PND group of mothers were underweight, 
though this difference was not statistically significant. 
¢ At} weeks, a higher proportion of babies in the PND mother group were underweight 
(24%) and short for age (15%). 
¢ Babies in the case group had significantly worse mental development scores. 


¢ Postnatal depression was a strong and independent, predictor of low weight and length 
and was significantly associated with adverse mental development quotient scores. 


we APStract No. 11 


Author: Rodrigues, M., Patel, V., Jaswal, S. and DeSouza, N. 
Title: Listening to mothers: Qualitative studies on motherhood and depression from Goa, India. 
Source: Social Science and Medicine, 2003, 57: pp. 1797-1806. 


Place: Goa, India 


Aims and Objectives: 


¢ To investigate the cultural validity of the construct of Postnatal Depression (PND) and its 
social and cultural contexts. 


Nature of Study: Nested in a Cohort study of mothers recruited to study the risk factors and 
outcome of postnatal depression in Goa, India. 


Methodology: 


¢ In depth interviews were carried out with 39 mothers (19 of whom were suffering from PND) 
and their husbands who were purposively recruited from the cohort. 


¢ |llness narratives were conducted with mothers, who were categorized as suffering from 
PND and their husbands to elicit their explanatory models. 


¢ The 2 groups (PND and non-PND) of mothers were comparable in terms of socio- 
demographic characteristics. 


Major Findings: 


¢ PND mothers had lower levels of practical help and emotional support. 


* Causal attributions for the experience of depression focused on economic difficulties and 


poor marital relationships. 


oe moter expressed the need for more practical help and support during the period after 
childbirth. 
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Factors unique to the culture such as gender preference and the low involvement of husbands ~ 
in child-care are major causes of stress for the mothers. 


No significant differences in the rituals and practices (for the mother or baby) were reported 
by the two groups. An exception was oil message for the mothers. 8 (42%) of PND mothers 
said that this had not been done for their current pregnancy. Similarly, lesser number of 
PND mothers reported being given a special diet in the period following childbirth, as 
compared to non-PND mothers. 


Husbands trom both the groups often disengaged from baby care or supporting the mother. 


Emotional distress was interpreted from the context of social adversity, poor marital 
relationships and cultural attitudes towards gender rather than a biomedical psychiatric 
category. 
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Abstract No. 1. 


Author: Abdel-Tawab, N., Huntington, D., Osman, E, Youssef, H. and Nawar, L. 


Title: Effects of husband involvement on post-abortion patients recovery and use of 
contraception in Egypt 


Source: Post-abortion care: Lessons trom Operations Research, 2000 
Place: Menia, Southern Egypt 
Aims and Objectives: 
¢ To examine the effects of counselling the husbands of post-abortion patients on: 
i) Husbands’ level of involvement in their spouses’ recovery, 
ii) On patients’ recovery and 
iii) Subsequent use of contraception. 
Nature of Study: Prospective hospital-based study 


Methodology: 
¢ The study was conducted in six hospitals in Menia Governorate in southern Egypt. 


¢ 35 physicians (five from each hospital) received one day orientation on the content and 
procedures for counselling the husbands of postabortion patients. 


¢ Consenting postabortion patients were randomly assigned to either an intervention or a 
control group. 


¢ Counselling was given only to husbands of consenting patients. Patients also received 
improved medical care and complete counselling about their health condition and family 
planning. Counselling of patients and husbands was done separately. 


¢ The counselling of husbands emphasized the important role they can play in their wives’ 
recovery and in the adoption of a family planning method during the post-abortion period. 


* Patients who were admitted to the post-abortion wards during the two months of data 
collection and who were approached for study and agreed to do so were included in the 
study. The final sample consisted of 293 patients, 136 in the intervention group and 157 in 
the control group. 


* The principal independent variable was whether or not the husband received counselling 
regarding his wife’s medical condition. 
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The intervening variables were the effects of counselling husbands on their wives’ recovery. 
The study measures husband support as perceived by wives. Thereby index for instrumental 
support, emotional support index and family planning support index were measured. 


The dependant variables considered for the study were improved patient recovery and 
contraceptive use. Physical health was measured through a “weakness index” which had 
eight items and postabortion emotional health status was assessed through the Psychological 
Distress Index (PDI). 


Follow-up interviews were conducted with patients in the intervention and control groups 
one month after the discharge from the hospital. Unless the patient indicated a preference 
to have the interview at the hospital, follow-up interviews were conducted at patients’ 
homes. 5 trained female interviewers conducted these interviews. They were unaware about 
which group the patient belonged to. 


Control variables were measured through an autonomy index and characteristics of hospitals 
were also treated as another control variable. The study hospitals were divided into two 
groups (3 in each): group A which were smaller and had larger proportion of physicians 
who were exposed to training and thus were considered to perform better than group B 
which were bigger and had lesser number of physicians exposed to training. 


Major Findings: 


A 


Majority of the patients who participated in the study were more likely to be younger than 
25 years or in their 30s, had little or no schooling and had three or more living children. 


45% reported previous use of contraceptives and 61% indicated desire to have more 
children in future. 


77% of patients reported experiencing at least one complication such as excessive bleeding, 
fever or offensive discharge during the 30-day recovery period. 


65% patients were treated in a hospital classified in this study as Group B. 
On the patient autonomy index, the majority of patients scored a medium score. 
Majority of the couples lived in the rural areas and in a nuclear family. 


53% of husbands of postabortion patients were 35 years or older and 63% had little or no 
schooling. 


On an average, husbands in the two groups provided a higher level of emotional and 
family planning support than instrumental support to their wives. Analysis did not show any 
differences between intervention and the control with regard to the degree of support 
provided by husbands. 


Counselling of husbands was associated with an increase in the likelihood that the husband 
will provide high instrumental, emotional or family planning support to his wife during recovery. 
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Counselling was associated with a greater increase in family planning and instrumental 
support than emotional support. 


Other factors associated with increased instrumental support by the husband were: living in 


a nuclear family arrangement, patient’s experience of complications during recovery and 
higher education of the husband. 


Receiving counselling in a Group A hospital was associated with decreased instrumental 
support by husbands. 


Husbands were more likely to provide support to their wives if the index pregnancy was 
planned. 


Patients who had three or more living children were more likely to receive emotional 
support from their husbands than patients with fewer children. Besides if patients and 
husbands were blood relatives, husbands were more likely to provide emotional support to 
their wives. 


Husbands’ support of family planning was mostly determined by the couple's demographic 
characteristics. If the couple did not want more children in the future, the husband was five 
times more likely to provide family planning support to his wife than if the couple wanted 
more children. Similarly if the couple had three or more living children, the husband was 
2.5 times more likely to provide family planning support to his wite. 


Patients who were treated in smaller Group A hospitals were 1.7 times more likely to 
receive family planning support from their husbands than patients who were treated in 
larger Group B hospitals. 


A high level of emotional support by the husband was significantly associated with improved 
physical recovery by the patient, whereas instrumental support by the husband was not. 
Patients who experienced complications were 5 times less likely to report physical recovery 
than patients who did not experience complications. 


53% patients in the study did not report any emotional symptoms and hence considered to 
have experienced good emotional support. A positive association was seen to exist between 
emotional support by husband and good emotional recovery. There was a negative 
association between low level of patient autonomy and patients’ experience of complications 
during recovery. 


During the follow-up period 14.7% women reported having started using contraception 
and an additional 34.5% of the patients said that they were planning to use contraception 
within one month. 


Husband’s support of family planning is highly predictive of contraception use or intention 
to use. The other predictive factors were previous use of family planning, husband receiving 
counselling at a Group A hospital and couples with 3 or more children. 


mun Abstract NO. 2 marr 


Author: _ Belanger, D. and Thu Hong, K. 
Title: Single Women’s Experiences of Sexual Relationships and Abortion in Hanoi, Vietnam 
Source: Reproductive Health Matters, 1999, 7(14): pp.71 -82 
Place: Hanoi, Vietnam 


Aims and Objectives: 


* To explore the circumstances of premarital sexuality, unwanted pregnancies and abortion 
‘among single women. 


Nature of Study: Qualitative study 
Methodology: 


* 20 women were identified with the help of clinic nurses in two abortion clinics, one a public 
district health clinic and other a private abortion provider. 


¢ These women were interviewed, ten in each clinic, between two and 12 months after their 
abortions. 


¢ The interview guide was developed based on the preliminary results from the questionnaire 
survey conducted earlier by the authors and was pre-tested. 


Major Findings: 


¢ Years of schooling and occupation did not seem to affect the number of boyfriends, 
abortions or contraceptive use. 


¢ The results reflect the emphasis on sexuality as being an expression of mutual love. However, 
it was not detached from the idea of marriage for them. 


¢ While most of the women discussed sexuality with ease and displayed relatively liberal 
attitudes, they all shared a desire to keep their sexual life confidential and completely 
hidden from their families and friends. The need to keep this part of their lives extremely 
secret caused them considerable anxiety. They feared their parents might force them to 
marry their current boyfriends or forbid them to see them again. 


¢ All the women became pregnant in the course of their secret sexual lives. Regarding the 
risk of pregnancy, most of them said that they had been worried and feartul. 


Pregnancy was an outcome of reluctance to use contraception for several reasons: lack of 
communication with their boyfriends, limited and poor knowledge about fertility and 
reproduction, gender dimensions and social pressures. The desire to pretend to be virgin 
and inexperienced made the women hesitant to bring up risks of pregnancy or talk about 
the ways of preventing it. 
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Pregnancy was stressful and led to acute anxiety among women who were very young and 
less conscious of the risk of becoming pregnant. 


Except for two women, others felt relatively powerless about the risk of becoming pregnant, 
they displayed firmness of mind in their decision to end their pregnancies rather than 
marry. Their worries about their studies, their work, their families and their reputations 
guided in the decision-making process. 


Irrespective of the decision to abort, all the women felt scared of the abortion procedure, 
specitically the pain, bleeding and potential side effects. 


The anxiety created by the secrecy of their sexual lives and of their pregnancies culminated 
in the worrisome prospect of undergoing an abortion. Ending their pregnancies, however, 
also provided relief and the reassurance that their lives would not be ruined. 


8 of the 20 women had had more than one pregnancy termination and only a few who 
continued to be sexually active had adopted a contraceptive method following abortions. 


Most of the women did not get post-abortion counselling and thus went home with little or 
no additional knowledge as to how to avoid a pregnancy. Some sought information for 
themselves but others remained unaware and continued to worry in silence about the next 
unwanted pregnancy. 


Abstract No. 3 


Author: Bennett, L.R. 

Title: Single women’s experiences of premarital pregnancy and induced abortion in Lombok, 
Eastern Indonesia 

Source: Reproductive Health Matters, 2001, 9(17): pp. 37-43 

Place: Mataram, Lombok 


Aims and Objectives: 


¢ To study the issues related to reproductive health and sexuality among young single women. 


Nature of Study: Ethnographic study 


Methodology: 


¢ Ethnographic fieldwork was conducted with single women and their families and health 
care providers. 


¢ Key informant interviews were conducted with women in the age group of 16-25 years. 
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* 35 women participated in a series of in-depth interviews. Of these, 15 shared their life 
stories and agreed to provide additional information for case studies. 


¢ 8 focus-group discussions were conducted with 58 women and various research techniques 
like participant observation, case studies were used. 


¢ 8 abortion providers were ‘aterviewed, including 4 specialists and 4 GPs. 18 local health 
providers were also interviewed. 


¢ 4 older, married women who had experienced unwanted pregnancy and abortion were 
also interviewed about their experiences. 


Major Findings: 


¢ Young women in the study felt that while abortion was a sin, it was acceptable in 
certain circumstances. They felt that causing family and personal shame, having a child out 
of wedlock and raising a fatherless child were greater sins than abortion. 


¢ All the women thought that the emotional and social consequences of abortion for unmarried 
women were serious and long-term. 


* Their views on abortion reflected a socially embedded morality. For married women, the 
acceptability of menstrual regulation accords with the Islamic view and with state discourses 
that dictate women’s obligation to practice family planning. For unmarried women, the 
immorality of abortion is equated with the immorality of premarital sex, premarital pregnancy 
and raising children outside wedlock. 


¢ A case-story mentioned in the paper indicates that premarital pregnancy and abortion has 
several social, physical and mental health implications for the health of the women. 


¢ Young women, during the in-depth interviews and life histories spoke at length of the grief, 
shame and guilt surrounding their experiences. They also described the fear of karma, of 
public exposure, loss of the companionship of girlfriends, emotional, verbal and physical 
abuse from partners and families, fear of abandonment by their boyfriends, the possibility 
of infertility, of raising a child alone and of compromised marriage prospects. 


Women also reported feelings of low self-esteem, feelings of social isolation due to the 
need for secrecy and feelings of powerlessness. 


Women who experience premarital abortion reportedly enter into or endure abusive and 
unrewarding relationships. 


Abortion providers reported a degree of compassion for married women who requested 
an abortion but not for the single women. They considered single women who sought 
abortions as ‘immoral’ or ‘bad’, reinforcing young women’s feelings of shame, helplessness 
and guilt. Many providers refused to provide information about contraception to unmarried 
women. 
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¢ Regarding the choice of abortion providers, young women interviewed repeatedly expressed 
feelings of powerlessness when sharing their experiences of abortion. Young women did 
not perceive themselves to have a choice, either to protect themselves from pregnancy, to 
continue an unintended pregnancy or to have a safe abortion. 


¢ Women who terminated their pregnancies were asked or pressured to do so by their 
boytriends and/or families. 


¢ For single women who lacked the choice of marriage, only abortion allowed them to 
maintain their status as ‘good women’ and to avoid compromising their futures. 


Abstract No. 4 


Author: Bhatia, M.S. & Chadda, R.K. 

Title: Case Report: Recurrent Psychotic Illness atter Abortion 
Source: Indian Journal of Psychiatry, 1990 

Nature of Study: Case study 

Major Findings: 


In this paper the author has reported a case study ot a patient who developed a recurrent 
psychotic illness after undergoing abortion. A 24 year-old married woman from a nuclear family 
of lower socio economic status underwent a spontaneous abortion at 10 weeks. Her husband 
noticed no change in her mental state until five days after abortion when she developed 
inappropriate behavior, disinhibition, irrelevant talking, muttering to self, neglect of personal 
hygiene, loss of appetite and insomnia. 


She had a history of psychotic illness two years ago, when she underwent a termination of 
pregnancy at eight weeks. It was her decision and had not experienced any ambivalence or guilt 
over the termination. There was no change in her mental state until ten days after termination. 
She was diagnosed as suffering from an acute Schizophrenic episode and was treated for eight 
weeks, when she stopped taking medication, yet remained well. 


Her first pregnancy and puerperium four years back was uneventful. There was no tamily 
history of psychiatric disorder. She was again prescribed medicines and she responded to the 


medications. 


The author has pointed out that this case was unusual because the woman's !* pregnancy & 
delivery was uneventful. She developed the 1* episode of psychosis following induced termination 
of pregnancy, which recurred after a spontaneous abortion. The author notes that repeated abortions 
can be stressful but occurrence of repeated episodes of psychosis is rare. The trauma of the 
procedure itself or the removal of an active foetus, which has received some psychological investment, 
could be important psychological factors in the present case. 
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_ Abstract No. 5 


Author: Congleton, G.K. and Calhoun, L.G. 


Title: Post-abortion perceptions: A comparison of self-identified distressed and 
a nem ee: , 
nondistressed populations 


Source: The International Journal of Social Psychiatry, 1993, 39(4): pp. 255-265 
Place: U.S.A. 
Aims and Objectives: 


¢ To study the experiences of women who described themselves as responding in an emotionally 
distressed manner to abortion. } 


¢ To compare them with a group of women reporting more relieving/neutral responses. 
Nature of Study: Retrospective study 
Methodology: 


* 25 women who described themselves as responding in an emotionally distressed manner 
to abortion (D group) were compared with 25 women reporting more relieving/neutral 
responses (ND group). 


¢ Participants were obtained via posted notices and through organizations working with 
women or abortion support groups. 


¢ Brief Symptoms Inventory (BSI), Impact of Event Scale (IES), and Religiosity and Political 
Activism scales were the self-report instruments used by the authors and interview was 
conducted to gather the woman’s account of her experience and information on noted risk 
factors. The subjects completed IES twice, once in reference to the past seven days and 
secondly as they believed they would respond over a 7-day day period. 


Major Findings: 


¢ Significant differences between groups D and ND were found on the religiosity and IES-2 
scales. Persons in D group rated themselves as having greater religiosity and higher levels 
of current stress response. 


¢ Within groups, differences between IES-I and IES-II were also significant for both groups D 
and ND. Group D’s scores decreased more than group ND’s . 


¢ Neither of the groups mean Global Severity Index (GSI) scores indicated distress nor was 
there a significant difference between them. No significant difference between groups was 
found in the PSDI index, political activism, timespan since abortion, education or occupation. 


* 64% in the group D and none in group ND sought counselling to deal with the abortion. 


56 


¢ 


16% in the D group and none in the ND. group viewed abortion as morally wrong at the 
time it occurred. However currently, i.e. at a later stage 88% of the D group and 44% af 
the ND group stated that they do not view abortion as morally wrong. 


¢ Regarding feelings experienced immediately post-abortion, the D group responded as 
follows: 48% expressed sense of loss/emptiness, 28% shock/detachment, 24% anger toward 
partner/ others, 20% depression, 16% experienced each of the following: loneliness, betrayal, 
loss of self-worth and relief, 12% experienced guilt and sorrow and 8% confusion. 4% 
expressed fear of dying and suicidal thoughts. 60% in the D group particularly expressed 
sadness/griet. 


¢ Similarly the ND group’s post-abortion feelings were: 32% expressed reliet, 20% depression, 
20% guilt, 12% anger and 8% expressed worry about future child bearing. 4% expressed 
mixed emotions, stress, fear, numbness and remorse. 44% women in this group responded 
positively to questions of feelings related to sadness/griet. 


¢ 36% in both the groups recalled fantasies of growing foetus prior to abortion. 84% in the D 
group and 76% in the ND group fantasized about the possible characteristics atterwards. 


¢ The D group reported comparatively fewer supportive contacts and more pre-abortion 
misgivings. 


¢ Group D reported “suppression” or “denial” of parts of the abortion experience or emotional 
reactions to it (64%). ND group expressed desire to take one’s mind off the abortion by 
keeping busy but no statements of denial were reported. 


¢ 20% women in the D group talked about depression occurring around the anniversary 
date of the abortion or the would-be-due date. 9 women also expressed the desire to 
replace the foetus. ? 


* Reports of distrust or anger towards men were noted in both groups and were generally 
similar. 


¢ Reactions to later catalytic events that aroused thoughts or feelings about the abortion were 
described by 72% women in the ND group and 88% in the D group. The catalytic events 
mentioned by D group were subsequent childbirth and learning about early foetal 
development. Others were talking about the abortion for the first time, seeing a newborn, 
coming to view life in the womb. 


¢ Negative treatment by the medical personnel was reported by 28% in the D group and 
23% in the ND group. Group D also had more reports of distinctively positive experiences. 


¢ 36% women in the group ND and 16% in the D group expressed reservations about having 
future abortions. Besides 52% in the D group and 40% in the ND group expressed pain 
due to the abortion procedure. 
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———— Abstract No. ar 


Author: Herrera, A. and Zivy, M. R. 
Title: Clandestine abortion in Mexico: A question of mental as well as physical health 


Source: Reproductive Health Matters, 2002, 10(19): pp. 95-102 


Place: 


Mexico City, Mexico 


Aims and Objectives: 


¢ To explore the meaning of motherhood, contraception, an unwanted pregnancy or child 
and the experience of illegal, clandestine abortion. 


* To ascertain whether the negative effects due to abortion are universal or are related to the 


material, legal, cultural and subjective context in which abortion is experienced and carried out. 


Nature of Study: Community based ethnographic study 


Methodology: 


a 


12 women participated in the study. The contacts with the women were established through 
civil society organizations, as there was difficulty in recruiting women directly through the 
hospitals. 


Qualitative analysis and interpretation of the reproductive histories of these women whose 
age, class, education and marital status varied, but who had at least one abortion was 
carried out. 


A priest, two doctors from the public health system, a group of service providers from the 
private sector (gynecologists and nurses) and a health social worker were also interviewed. 


Major Findings: 


5 


Pregnancy did not seem to mean the same as having the child. Most of the women 
appreciated and even desired their pregnancies but did not feel the same about actually 
giving birth to and having a child. This is because women found it difficult to achieve their 
goals and to construct their own spaces. 


The irregular contraceptive behaviour of a majority of the women, whatever their chosen 
method, indicated reluctance to act fully on their decision. Ignorance or lack of knowledge, 
interference from an unconscious wish to get pregnant and/or to have a child and difficulty to 
negotiate contraception with their partner were some of the reasons for this. Women also 
viewed the contraceptive process as an extremely complex process. 


Pregnancy was a medium to know about their fertility and to reinforce their unstable 
relationship. 
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The factors that made pregnancy unwanted were: contlicts with partner, unfavorable economic 
conditions, existing number of children and rape. Although most of the women struggled 
with these issues, they managed to take ownership of their bodies in practice by recognizing 
the reasons why they had to terminate their pregnancies and then actually doing it. 


Women who had better socio-economic status and social support had better abortion 
care. However, women with low economic resources had to resort to local midwives or to 
self-induced abortion using surgical probes, teas and /or injections. All of them experienced 
complications from these abortions and required attention at a clinic or hospital. A deep 
solitude and sense of isolation prevailed in these experiences. They experienced: terror, 
emptiness and death. 


Some doctors conveyed it to the women that they were doing the abortion only due to 
commercial interests and completely disregarded the women’s concerns and fears. This 
had a negative impact on the women. 


Women who took autonomous decisions to have an abortion with an awareness of their 
own rights experienced positive emotional effects and made a rapid and total recovery. . 


Women, who did not have the conditions to take care of the child, experienced emotional 
pain and suffering caused by loss. 


8 women experienced feelings of guilt from a sense of having committed a moral and 
religious transgression and the need for repentance. Women experienced a sense of loss 
and a feeling of having carried out an act against a defenseless being. | 


Abstract No. 7 


Author: Huntington, D., Nawar, L. and Abdel-Hady, D. 


Title: 


Women’s Perceptions of Abortions in Egypt 


Source: Reproductive Health Matters, 1997, 9: pp.101-107 


Place: Cairo and Menia, Egypt 


Aims 


and Objectives: 


6 


To investigate the perceptions of women about abortion in Egypt. 


Nature of Study: Hospital based qualitative study 


Methodology: 


6 


31 women hospitalized for complications following an abortion were recruited from 2 
hospitals, one in Cairo and other in Menia. 
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In-depth interviews were conducted with these 31 women and focus group discussions were 
conducted with 5-7 women attending family planning clinics, either at the same hospital or 
nearby. Discussion was held with a group of similar size, with women who were neither 
using a contraceptive method nor pregnant in a rural community. 


Major Findings: 


> 


Irrespective of the nature of abortion studied i.e. possibly or probably induced or spontaneous, 
women consistently described their bodies as being in excessive disorder. They expressed 
extreme pain especially back, chest/heart, stomach and breasts. 


The women reported shock of massive blood loss. 


During the focus group discussions women who had earlier experienced an abortion 
mentioned that they were reluctant to use contraceptives because they felt that their bodies 
were already disturbed due to the abortion and expressed a strongly felt need to regain a 
natural order or balance. 


Women said that since they did not have a new-born infant to care for, their families would 
fail to understand their need for rest, care and special diet. Need for an immediate return 
to physically demanding work and childcare responsibilities was the most troubling aspect 
for all post-abortion women. 


Women reported the need for two types of support: assistance with physical work and 
understanding of their emotional turmoil. However they reported that it wasn’t available to 
them. 


Many of the women felt their in-laws were a potentially major source ot emotional distress. 
Women thought that their husbands could not really take an active part in comforting 
them, as abortion was perceived as a women’s issue. 


Women expressed concerns regarding being blamed for having lost a living child, questions 
related to inability to conceive and carry a future pregnancy fo term. The thoughts of 
dealing with the husband and their families led to anxieties among women. 


Women reported their faith in God, which would lead them to bear more children regardless 
of their own actions and thus did not report guilt. However during the focus group discussions 
a section of women expressed the belief that induced abortion was a sinful disruption of 
God's chosen destiny and it would be subject to God’s wrath and vengeance. 


Women who miscarried reported almost complete ignorance of the reasons for their 
miscarriages and this caused them to worry about their ability to carry a future pregnancy 


to term. Belief that miscarriage was predetermined by God was profoundly disturbing to 
these women. 
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women Abstract No. 8 


Author: | Langer A., Garcia-Barrios, C., Heimburger, A., Stein, K., Beverly, W., Barahona, 
V., Casas, B. and Ramirez, F. 


Title: Improving Post-Abortion Care in a Public Hospital in Oaxaca, Mexico 
Source: Reproductive Health Matters, 1997,9: pp. 20-27 

Place: Oaxaca, Mexico 

Aims and Objectives: 


* To investigate the patient’s and provider’s perceptions of quality of care in the treatment 
for abortions. 


Nature of Study: Hospital-based qualitative study 
Methodology: 


¢ 132 women who arrived at the emergency room in a public hospital with complications for 
abortion, whether spontaneous or induced, clandestinely in a six-month period were included 
in the study. 


¢ Questionnaires, on-site observation and in-depth interviews were used for data collection. 


¢ Interviews were also conducted with the nurses and the doctors and clinical records were 
reviewed and clinical encounters observed. 


Major Findings: 


¢ 65% of the women who sought help were in the age group of 20-35 years of age and 83% 
lived with a steady partner. 


¢ Majority of the women in the sample resorted to abortion to limit their family size. 


* 2% women presented with septic infections and another 9% with severe haemorrhage. 
Most of them had had a D&C under general anesthesia and 10% had manual vacuum 
aspiration. 


¢ 65% women had to wait for more than 6 hours before they received care due to over- 
crowding and under statf problems. 


¢ The interviews with the doctors revealed that caesarean section candidates received 
priority over normal delivery, which takes priority over an abortion. 


¢ 7% women reported receiving no pain management. 


¢ 45% women arrived at the hospital in a state of ‘great tear’. 
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RIDING 


59% women reported feeling anxious or even more anxious after their initial examination 
than before it. The reasons reported were fear of dying, not knowing what would happen 
next, feeling alone, fear that they would not be able to conceive again and the constant 
worry about their children. 


7% women were angry and upset by things that had been said to them by a doctor or nurse 
and 6% were actually frightened by something that was said. 


Women reported that their need for privacy was ignored or dealt with inadequately by the 
hospital personnel. 


32% women reported that the physician did not explain their medical condition nor its 
severity to them and 16% women entered the operating room without knowing what was 
going to be done to them. Only 17% of the patients knew which physician had performed 
the procedure and only 20% were given details of their condition. 


In majority of the cases, information about return to fertility and contraceptive counselling 
were not provided. Only 14% of the patients were given information about when they could 
safely resume sexual activity and 19% were told about the immediate return of fertility 
following an abortion. 


In spite of the many deficiencies in the quality of care provided, 92% of the women 
reported feeling satisfied with the services they received. 


Abstract No. 9 = 


Author: Ney, PG., Fung, T., Wickett, A.R. and Beaman-Dodd, C. 


Title: 


The Effects of Pregnancy Loss on Women’s Health 


Source: Social Science and Medicine, 1994, 38(9): pp. 1193-1200 


Place 


: British Columbia, Canada 


Aims 


and Objectives: 


* 


To determine the factors associated with pregnancy and their effect on women’s health. 


Methodology: 


* 


° 


° 


The family physicians were requested to hand out the questionnaires to the first thirty 
women of childbearing age or older, who walked into their practice on a particular week. 


Accordingly, of the 238 family physicians to whom the requests were sent, 69 provided 
questionnaires. 


A total of 1428 women responded to the questionnaires. 
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a 


The questionnaire consisted of seven visual analog scale asking questions about health. 


To validate the patients’ estimate of their own health a sub-sample was checked by the 
doctor who was unaware of her response to the questionnaire. 


Major Findings: 


e 


The data indicates that 27% of pregnant women of 14-19 years have abortions. Of these 
22% have a second abortion. 


The miscarriage rate in young women is 12.5% for first pregnancy and climbs steadily after 
age 25. 


The data reflected that the women’s present health is negatively affected by miscarriages, 
abortions and low birth weight babies. 


Negative effect on the mother’s present health by the abortion of the second and 
third pregnancy was reported. The authors have mentioned that it may be partly due to the 
immediacy and ability to recall the more recent effect or a natural tendency to heal. 


Greater correlation between negative health effects and the loss of the latest pregnancy 
than with the previous pregnancies was found. Approximately 50% of the women who lost 
a pregnancy indicated that their health is affected by that loss. 25% estimated that their 
health is adversely affected a great deal by their most recent pregnancy loss. 


The data also reflects that a woman’s health is affected by a previous loss through abortion 
to a greater extent than through miscarriage. 30% women who had abortion and 17% 
women experiencing miscarriage felt that their health was moderately to severely affected 
due to their first loss. During their third abortion 42% women and 37% women who had 
third miscarriage felt that they were moderately or severely affected by the loss. 


More than 20% women reported the need for professional help to resolve a loss, particularly 
in the most recent pregnancy. 


Lack of partner support was a significant contributor to higher rates of abortion and 
miscarriages. In the first pregnancy, if a partner is present and not supportive, the miscarriage 
rate is more than double and the abortion rate four times greater than if he is present and 
supportive. If the partner is absent, the abortion rate is six times greater. 
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— Abstract No. 1 


Author: Agarwal, P, Malik, S.C. and Padubidri, V. 


Title: 


A study of psychiatric morbidity in gynecological outpatient clinic 


Source: Indian Journal of Psychiatry, 1990, 3Z(2)) pee? -03 | 


Place: . Lady Hardinge Medical College, New Delhi 


Aims 


and Objectives: 


¢ To detect the prevalence of psychiatric morbidity among women attending gynaecology 


Sd 


out-patient clinics. 


To find its correlation with socio-demographic variables and gynecological complaints. 


Nature of Study: Hospital based study 


Methodology: 


Sf 


120 patients, in the age group of 16-65 years, attending the gynaecology out-patient 
clinic for the first time and who were residents of Delhi were randomly selected. Final 


~ sample of the study group was 110 patients. 


Patients having any past history of psychiatric illness or any complaints related to obstetrics 
or any other specialty other than gynaecology were excluded from the study. 


A control group of 55 females for comparison purposes was chosen from the attendants 
accompanying patients. The final sample consisted of 50 women. 


The socio-economic status of the subjects was assessed using a scale developed by Indian 
Council of Medical Research. Majority of the females were in the age group of 16 to 45 
years. Lower socio-economic status predominated the groups. A majority of the females 
also had low educational level. 


During the first phase of the study, all subjects had to complete a PG.|. Health questionnaire 
N-2. A cut off score of 9 was taken for detection of psychiatric morbidity. Those who scored 
9 and above were further examined by using a standardized psychiatric interview schedule. 
The patients were then examined by a senior gynaecologist. 


In the second phase of the study the patients who were screened as positive were further 
examined by using the Standardized Psychiatric Interview Schedule. The psychiatric diagnosis 
was made following the S.PI. findings, using International Classification of Diseases 


(I.C.D. — 9), 9" edition W.H.O. 


The patients were then again examined by the gynaecologist and gynecological symptoms, 
gynecologist’s findings, clinical diagnoses and outcome of the consultations were recorded. 


eee LLL I 


6/7 


Major Findings: 


€ 


Overall psychiatric case rate among the study group patients was 49.09% (54/110) and 
among the control group was 26% (13/50). 


Patients in the study group belonging to lower socio-economic status had a higher 
psychiatric morbidity. Similarly non-literate people or those educated up to the primary 
level had significantly higher psychiatric morbidity. 


Age factor did not have any influence on psychiatric case rate in the study group. 


Patients complaining of menstrual problems predominated the group (40.9%). While 
complaints of pelvic pain and backache constituted the next major group (22.8%). 


The psychiatric case rate was highest among patients complaining of pelvic pain and 


backache (72%). 


The psychiatric case rate of patients with menstrual problems was also found to be high 


(59%). 


A significant statistical relationship was not found with urinary problems, infertility, 
infections and prolapse of uterus and psychiatric morbidity. 


The presence of physical lesion did not intluence the scoring of PGI N-2 Scale and the 
S.PI. schedule. 


10% patients seen in study group required urgent or emergency treatment (11/110). 


Neurotic depression predominated the study group (57.4) and control group (61 5%), 
while anxiety neurosis was 29.6% in the study group and 30.7% in control group. 


Abstract No. 2 


Author: Chaturvedi, $.K., Chandra, PS. Issac ,M.K. and Sudarshan, C.Y. 


Title: 


Somatization Misattributed To Non-Pathological Vaginal Discharge 


Source: Journal of Psychosomatic Research, 1993, 37 (6): pp.575-579. 


Place 


: NIMHANS, Bangalore 


Aims 


and Objectives: 


> 


To find the prevalence of physical symptoms attributed by women to their passing of non- 
pathological vaginal discharge. 


Nature of Study: Psychiatric clinic based study 
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Methodology: 


¢ 200 women attending the psychiatric clinic of NIMHANS were recruited consecutively in the 
study as Index group. They were of reproductive age (16-50 year) and had no obvious 
physical or gynecological illness over the preceding 1 year and complained of more than » 
two somatic symptoms. 


¢ 138 normal women, in the age group of 26-50 years, who had no somatic complaint, 
physical or psychiatric illness over the preceding | year were included as control group. They 
could, however, have physical complaints, or normal physiological experiences, which 
were not severe or frequent enough to make a diagnosis of a physical or psychiatric illness. 
These women were selected from the woman accompanying patients to the hospital. 


¢ Demographic details, menstrual, gynecological and obstetric history and details of somatic 
symptoms were noted on a semi-structured data collection proforma. 


¢ Perception of vaginal discharge was elicited and whether they attributed their symptoms to 
the passing of vaginal discharge. 


¢ Women whose symptoms were indicative of pathological vaginal discharge were excluded 
from the study. 


¢ Informed consent was sought from all the subjects. 
Major Findings: 


¢ Attribution: 32% of the Index women and 13% of Control women attributed their symptoms 
to passing white discharge per vagina (WDPV). Women in control group had only minor, 
occasional symptoms for which they did not require treatment and were otherwise physically 
and mentally healthy. 


¢ The odds ratio of association between index and control group was bso; 


¢ Of the index women 8% felt WDPV was totally responsible for causing their symptoms and 
another 10.5% thought there was a definite relationship between WDPV and their symptoms. 
Another 13.5% and 7.5% of the index women respectively were quite definite or very 
certain that their symptoms were caused by WDPY. 


* Another 11% of index women had doubts about the association. 


* 11% of index women thought WDPV was solely and totally responsible for their symptoms 
and 21% felt that some or many of their symptoms were caused by WDPV. 


¢ Among the Control group 4.3% felt the somatic symptoms and WDPV were ‘quite related’ 
and 3.6% considered that WDPV could be totally responsible for the symptoms. 5.8% of 
women were quite definite about the relationship and another 3.6% were certain about this 
relationship. 5.8% of the Control group women considered that their symptoms could be 
caused totally by passing WDPV. 


a 
69 


ADStract NO, 3 ene 


Author: Chaturvedi, $.K., Chandra, PS., Prema, S.V., Issac, M.K., Sudarshan, C.Y., Beena, 
M.B., Kulkarni,S. and Rangan,U. 


Title: Detection of psychiatric morbidity in gynecology patient by two brief screening methods 
Source: Journal of Psychosomatic Obstetric and Gynecology, 1994, 15: pp. 53-58. 

Place: Bangalore | 

Aims and Objectives: 


-¢ To examine the usefulness of General Health Questionnaire (GHQ) and Present State 
Examination-ten short questions (PSE-10 SQ) for detecting psychiatric morbidity. 


* To determine the prevalence and nature of psychiatric morbidity in gynecological patients. 
Nature of Study: Hospital based study 
Methodology: 


¢ 100 consecutive patients were selected equally from those attending outpatient clinics and 
the inpatient facility in gynecology (50 each). 


+ All women attending the outpatient and the inpatient settings were eligible for inclusion. 


¢ Sociodemographic details, gynecological complaints and diagnosis, other physical illnesses, 
past psychiatric illness and family history were elicited using a data collection proforma 
devised for this purpose. 


¢ Screening for psychiatric morbidity was done using the ‘10 questions’ screening tool 
devised from the PSE-9" Edition and the GHQ. 


¢ All the cases were assessed by a clinical psychiatric interview and examination to arrive at 
a diagnosis using the International Classification of Diseases, ICD-9. 


¢ The gynecological examination and diagnoses was done by the attending gynecology 
consultant. 


Major Findings: 
¢ Most of the women were between 26 and 45 years of age, married and illiterate. 


¢ 70% were from middle socioeconomic status and the rest were from the lower socioeconomic 
status. 


Psychiatric morbidity was significantly higher in patients with uterine prolapse and infections 
as compared to those with menstrual irregularities. 
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The numbers of patients in different diagnostic groups were more or less equal except in 
the category of uterine prolapse, which was more frequent in the inpatients (40%). 


¢ The overall psychiatric case rate among gynecological patients was 36%. The commonest 
psychiatric diagnoses were neurotic depression (70%) and adjustment disorder (23%). 


¢ The sensitivity of 100% and specificity of 72% was found on GHQ-12 ata cut-off score of 
1/2 and 2/3 were 100% and 70% respectively. 


¢ For PSE-10 SQ, with a cut-off of 3/4 the sensitivity was 100% and speciticity was 77%. 


¢ The examination of concordance between GHG and PSE scores it was noted that only two 
subjects with a positive GHQ-12 caseness were not identified as ‘case’ by PSE-10 SQ and 
only one subject identified as a case using the PSE-10 SQ could not be identified as a case 


by GHQ-12. 


¢ The probable prevalence rate using the cut-ott of 2/3 for GHQ-12 was found to be 33%, 
whereas the probable prevalence rate with PSE-10 SQ (cut-off 3/4 ) was found to be 35%. 


¢ Identification indices were determined and found to be 0.96 and 0.98 respectively. 


¢ The commonest psychiatric symptoms detected were aches and pains (51%), biological 
(sleep or appetite) disturbances (51%), depression (50%) and worrying (51%). 


mower Abstract No. 4 


Author: Chaturvedi, S.K., Chandra, PS., Sudarshan, C.Y. and Isaac, M.K. 
Title: A Popular Hidden Illness Among Women Related To Vaginal Discharge 
Source: International Journal of Social Psychiatry, 1995, 11 (1): pp. 69-72. 
Place: Vanivilas Hospital and NIMHANS, Bangalore 

Aims and Objectives: 


¢ To present the attributional patterns of the affected women in relation to their explanatory 
models, perception, attitude and knowledge regarding vaginal discharge and symptoms 
attributed to it by affected women. 


Nature of Study: Hospital and psychiatric outpatient clinic based study 
Methodology: 


* Consecutive female patients in the age (16-50 years) and who complained of more than 
two somatic symptoms were included. 


¢ After gathering clinical details regarding the passing of vaginal discharge and the 
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attributional style, the women who considered that their symptoms and WDPYV were quite or 
totally related (N=41) were compared with those who thought that there was no relationship 
between their symptoms and WDPY (N=60). 


¢ Women who had no physical or psychiatric illness presently and over the preceding | year 
were included as control group. Accordingly 138 women were selected from the woman 
accompanying patients to the hospital. 


*¢ Women below 15 years or above 45 years of age, those with menstrual irregularities or use 
of oral contraceptives, history of known gynecological illness, evidence of identifiable 
organic cause for their symptoms or mental retardation were excluded from the study. 


¢ Informed consent was sought from all the subjects. 
Major Findings: 


* Overall prevalence of WDPV in the Index group was found to be 62%. In the control 
group, 55% had WDPV and 45% did not report any discharge. 


* 31% women from the index group thought that the occurrence of vaginal discharge in 
women was normal, 19% thought it was abnormal and 13% considered it a sign of illness 
or harmful to the person (41%). 


¢ Explanations for the cause of WDPV as reported by the women were: dietary factors (25%), 
excess of heat (or cold) in the body (38%), emotional factors/stress (2%), activity of any 
nature (2%) and tubectomy (20%). | 


* 18% women in the Index group thought that their passing WDPV is a minor problem, 2% 
considered it a major problem and 8% considered it minor illness and 2 subjects thought 
it was a major illness. 


* Regarding severity, 21% thought that it was of mild severity, 10% though that it was of 
moderate severity and only 3% thought it was very severe. 


¢ 24% women had sought medical help, 2% had sought the help of traditional healers and 
2% had consulted their family members for help. 


* Regarding treatment expectations 47% felt that medicines taken of prescriptions could 
control the WDPV, 9% thought dietary changes would control the problem, 3% wanted 
tonics and vitamins to control the problem and 4% thought that indigenous medicines will 
help control the problems. 


* Attribution patterns: Of the Index group women, 8% felt WDPV was totally responsible for 
causing their symptoms and another 10.5% thought there was a definite relationship between 
WDPV and their symptoms. 11% of Index women thought WDPV was solely and totally 
responsible for their symptoms and 21% felt that some or many of their symptoms were 
caused by WDPY. Another 13.5% and 7.5% of the Index women respectively were quite 
definite or very certain that their symptoms were caused by WDPV. 28% thought there was 
no relationship between the two. 


= SSS 
72 


* On comparison of women who confirmed that there was a definite relationship between 
their symptoms and WDPV with those who did not it was seen that: 


|. 49% of women with attribution (WWA) considered passing of WDPV as abnormal 
whereas only 7% of women without attribution considered passing of WDPV as an 
illness. 


li. 81% of WWA considered passing of WDPV as harmful in contrast to 15% of 
women without attribution. 


iii. 58% of WWA considered passing WDPV as a moderate to severe problem in 
contrast to 68% of women without attribution considering WDPV as not severe at all. 


iv. Symptoms, which were more frequently, attributed to passing WDPV were weakness 
(83%), lethargy (49%), fatigue (71%), somatic concern (44%), multiple aches and 
pains (77%). None of these women thought that sexual weakness or anxiousness/ 
nervousness could be caused by WDPV. 


v. 44% of WWA reported that the symptoms and WDPV had a common cause and 
worried about passing WDPV most of the time. Whereas women without attribution 
either did not worry (65%) or worried only occasionally (33%). 93% of the women 
without attribution were worried mainly about the symptoms in contrast to 1% of WWA. 


Abstract No. 5 


Author: Jaiswal, S. 


Title: Gynaecological Morbidity and Common Mental Disorder in Low- Income Urban 
~ Women in Mumbai 


Source: Mental Health from a Gender Perspective. New Delhi: Sage Publication. 
Place: Low-income communities, India 


Aims and Objectives: 


¢ To understand women’s experience of gynaecological morbidity and its association with 
common mental disorders, and social supports and networks. 


Nature of Study: Community-based study 


Methodology: 
* 660 women were interviewed in three contiguous low-income communities (zhopadpattis). 
* Of these, 36 women were further followed up for in-depth interviews. 


¢ Women who were residing in the selected communities, ever married, in the reproductive 
age group of 16-45 years, married for at least two years, not currently pregnant, not 
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menopausal and not post-natal amenorrhoeaic, with no history of severe mental illness 
were eligible for the study. 


Gynaecological morbidity was operationalised as self-reporting of symptoms (one or more) 
indicative of reproductive tract infections, menstrual problems, prolapse, infertility, 
dyspareunia, urinary problems, abortion morbidity and intra-uterine (IUD) morbidity. 


Households were selected for the quantitative phase of the study through simple random 
sampling procedure. 


Purposive sampling was used to select women for the in-depth interviews based on their 
willingness to participate and ability to reflect on their experiences, women reflecting a 
variety of gynaecological morbidity, of different ages and different parts of the community. 


Self-reporting questionnaire-20 (SRQ-20) was used to assess common mental disorders of 
all the women who met the eligibility criteria. A cut-off point of 7/8 was considered. 


Major Findings: 


> 


Overall, 17.9% women in the community reported common mental disorders. 


50.6% women reported gynaecological morbidity and 27.5% of these women also reported 
common mental disorders. 


Women reported the various physical, social and psychological effects of gynaecological 
morbidity on their health. 


They reported their inability to pertorm their household chores at the same pace as they 
had earlier. Inability to sit on the floor for long, to wake up in the morning, to lift heavy 
things was some of the effects reported by the women. 


Women had to restrict their social activities such as visiting relatives, friends or going out 
for entertainment as they tired more easily and avoid social embarrassment and taunts. 


Women reported poor self-image as compared to earlier, due to poorer performance in 
household tasks and inability to perform other tasks. 


They reported feeling ‘low’ as they could not perform their share of the household tasks 
due to physical implications and had to spend money on their treatment. 


On probing, women had hidden fears and beliefs about their reported symptoms. 


Gynaecological morbidity was associated with younger women (16-35) and common mental 
disorders with women in the higher age group (35-45). 


Unemployment was associated with higher common mental disorders. 


Presence of a maior illness was associated with higher reporting of both morbidities. 
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~————~- Abstract No. 6 


Author: Patel , V. and Oomman, N. 
Title: Mental health matters too : Gynaecological symptoms and Depression in South Asia 


Source: Reproductive Health Matters, 1999, 7 (14): pp. 30-38. 


Aims and Objectives: 


To examine the intersection of gynaecological symptoms and depression, focusing on the 
South Asian region. 


Nature of Study: Literature review 


Methodology: 


Sd 


Sd 


The published literature on gynaecological morbidity and mental disorders from South 
Asia was reviewed. 


Using this existing literature the authors have presented a hypothesis that one key factor 
accounting for the high rate of non-specific, self-reported complaints is depression. 


Major Findings: 


® 


Gynaecological symptoms, in terms of self-reported complaints of vaginal discharge are 
among the most commonly cited health problems in women in South Asia. 


Earlier research assumed this symptom to be indicative of reproductive tract infections. 


The authors have reported the recent studies that show discordance between symptoms 
and actual disease. 


Thereby, the authors concluded that the concordance between self-reported symptoms and 
disease is, at best, weak; many women with the disease have no symptoms and many 
women with the symptoms have no disease. 


They also report that at least half of the complaints of vaginal discharge are ‘medically 
unexplained’. 


Evidence from West demonstrates a strong relationship between gynaecological symptoms 
and psychological disorders, in particular anxiety and depression. 


Rates of depression are high among women attending the gynaecological clinics and these 
rates are highest when there is no gynaecological pathology (‘medically unexplained’ 
symptoms). 


Qualitative studies demonstrate a strong relationship between vaginal discharge, weakness, 
psychosomatic symptoms and psychosocial stress. 


ro 


The literature on specific association of somatisation in gynaecological and obstetric 
contexts is considerable. The evidence shows that while symptoms were not always associated 
with pathology, the finding of pathology did not necessarily imply that it was the cause of 


the symptom. 


The literature on somatisation in India is very limited. These studies support the notion that 
the complaint of white discharge in women may be analogous to the common complaint 
of semen discharge in men and, in the sense that it represents an explanatory model for 
psycho-social problems, it may represent a folk model of depression and anxiety. The 
reproductive somatic idiom in women may be adopted to seek help from medical 
professionals and to escape, albeit temporarily, from stresstul situations. 


There is some evidence which points towards an association between gynaecological 
morbidity and psychosocial factors and depression. 


The authors report that there is need for systematic research, which explores and describes 
the linkages between these two important public health issues and have suggested that in 
order to examine the aetiological role of depression for vaginal discharge one would need 
to demonstrate that the rates of depression are higher in women with the complaint, but 
with no identifiable gynaecological disease. 


Another perspective for research is to examine the potential role of depression as a factor, 
which influences help-seeking behaviour in women with RTs. 


The authors thereby call for the development of more flexible models of reproductive 
health care and research, which incorporate both physical symptoms and their psychosocial 
contexts. 
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Abstract No. 1 


Author: Campbell, J.C. and Lewandowski, L.A. 

Title: Mental and Physical health effects of intimate partner violence on women and children 
Source: The Psychiatric Clinics of North America, 1997, 20 (2): pp. 353-373. 

Nature of Study: Literature review 


Methodology: 


¢ Research on intimate partner violence done in US has been reviewed to understand the 
physical as well as mental health effects of it on battered women and their children. 


¢ The authors have made suggestions for better health care services for this vulnerable 
population. | 


Major Findings: 


¢ Women physically abused by a spouse or live-in partner were significantly more likely than 
other women to define their health as fair or poor, to have been diagnosed with sexually 
transmitted diseases and other gynaecologic problems and say that they needed medical 
care but did not get it. 


¢ Severely battered women had almost twice the number of days in bed due to illness then 
other women. 


¢ Studies conducted in the primary care settings reveal the incidence of battered women 
from self-report to be 5% to 25%. The strongest risk factor for identification of battered 
women in one primary care setting was depression. 


¢ Intimate partner violence accounts for more than half the homicide of women in US each 
year. There is some indication that battered women who have been abused during pregnancy 
are particularly at risk of being killed or of killing their abuser. 


¢ Physical health problems like pain, broken bones, facial trauma, tendon or ligament 
injuries, loss of consciousness, undiagnosed hearing, vision and concentration problems, 
chronic headaches are often described by battered women. They also report chronic irritable 
bowel syndrome and other stress related symptoms. 


¢ Approximately 40-45% of all battered women are forced into sex by their male partners. 
This forced sex results in increased pelvic inflammatory disease; increased risk of STDs, 
including HIV/AIDS; vaginal and anal tearing; bladder infections; sexual dysfunction; pelvic 
pain and other genitourinary health problems. 


* Some studies also showed the link between forced sex in battering relationships as well as 
male partner control of contraceptive use with unintended pregnancy. 
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Depression is the most common mental health sequelae of abuse. Studies have shown the 
frequency and severity of current physical abuse and stress as significant predictors of 
depression and self-care agency or women’s ability to care for themselves as a protective 
factor. 


Higher rates of PTSD have been documented in battered women in shelters than in other 
women. Severity of current abuse was the strongest predictor of PTSD. However, other 
experiences of trauma (e.g. childhood sexual abuse, rape) were not well measured. 


Substance abuse, both of alcohol and illicit drugs, has been found to be substantially 
correlated to abuse during pregnancy. 


Prevalence of abuse during the current pregnancy was reported to range from 1% to 17% 
and prevalence of abuse prior to pregnancy (within the past year) to range from 3% to 9%. 
Some studies comparing abuse during adolescent pregnancy with abuse during adult 
pregnancy found significantly higher prevalence of abuse among adolescent than adult 
women (20.7% vs. 15%). 


Abdominal trauma and consequent placenta damage or uterine contractions or premature 
rupture of membranes, infection related to forced sex, or exacerbation of chronic problems 
of mothers are some of the factors associated with low birth weight and abuse during 
pregnancy. 


Several studies have established a significant overlap of child abuse and wife abuse, with 
estimates of 40% to 70% of children entering battered women’s shelters who are themselves 
abused. The risk of child abuse was severe in families where wife abuse began or became 
more severe during pregnancy or where anger was directed towards the unborn child due 
to suspicion of infidelity. 


Experiencing and witnessing violence have been recognised as risk factors for PTSD symptoms 
in children. Cognitive and emotional response such as higher levels of internalising, fewer 


‘interest and social activities; behavioural problems (externalising behaviours like 


aggressiveness, hyperactivity, conduct problems), reduced social competence, school 
problems and physical symptoms like headaches, bed wetting, disturbed sleeping vomiting 
and diarrhoea are reported among such children. 


The authors have pointed out that the research in this area has been limited in several 
areas like interventions, failure to investigate the differential effects of sexual, physical and 
emotional victimization for women and children, measurement of health care costs, strengths 
and protective factors for women and children and lack of attention to ethnicity and 
gender. 


They also have pointed out that the extent of men affected by domestic violence seeking 
health care is unknown and should be investigated. 


There is limited evidence on the evaluations of treatment or interventions specifically for 
battered women or their children. The limited evidence suggests that services like shelter 


support group and follow-up services have led to a decrease in depressive symptoms or 
increased self-esteem. 
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A variety of treatment modalities have been used to treat children who witnessed family 
violence, including individual therapy, a family systems approach and group therapy. The 
effectiveness of these techniques is unclear as evaluations largely have consisted of subjective 


reports of participants and therapists involved and reports of systematic evaluations of 
treatment approaches for these children are few. 


¢ The authors have suggested that in addition to the alleviation of symptoms, treatment 


strategies for children experiencing psychological distress and PTSD symptomatology must 
assist them in gaining competence and confidence for the future. 


¢ Some studies have suggested that pregnancy offers a “window of opportunity” wherein 
abused women are seen most often by health care professionals and can thereby 
receive a thorough abuse assessment and intervention. The authors argue that abuse has 
the potential for lethality for both mother and fetus and therefore warrants as much attention 
in the standard prenatal and postpartum care as other potential problems with routine 
assessment for abuse. 


¢ They suggest that other primary care setting offer an ideal time for identification of and 
interventions with battered women. 


Abstract No. 2 


Author: Campbell, J.C. 

Title: Health Consequences of intimate partner violence 
Source: The Lancet, 2002, 359: pp. 1331-36. 

Nature of Study: — Literature review 

Methodology: 


* Research on intimate partner violence published in English during the past decade has 
been reviewed, with special attention to findings that have been replicated outside the USA. 


¢ |t includes findings from population-based investigations or studies with sufficient sample 
size, minimal selection or response bias, controlled comparisons, or rigorous qualitative 
methods that have been replicated in more than one sample. 


Major Findings: 


¢ In investigations in health-care settings (mainly from the USA) yearly prevalence of intimate 
partner violence has varied between 4 and 23%, with middle-level socio-economic and 


well educated groups having the lowest prevalence and poorer women the highest. 
* The studies also revealed that the lifetime prevalence was 33-39% and was less affected by 


socio-economic status. 
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The author thereby presents two hypothesis: 


i) Health consequences of intimate partner violence can linger long after violence has 
ended and seeking help for those symptoms might subside. 


ii) Economic and educational resources might not protect women from being abused, but 
make it easier for them to relatively quickly escape or end the violence. 


Women who are abused are treated within the healthcare systems, however, they generally 
do not present with obvious trauma, even in accident and emergency departments. Rather 
a higher proportion of women who have been battered in the past year (12-17%) present 
to accident and emergency departments. Thereby, the author suggests the need for universal 
rather then incident-based screening in emergency-care settings. 


Intimate partner violence is one of the most common causes of injury in women and has 
long-term negative health consequences for survivors even after the abuse has ended. 40- 
60% of murders of women in North America are done by intimate partners. 


The injuries and stress associated with intimate partner violence can result in chronic 
health problems such as chronic pain or recurring central nervous system including fainting 
and seizures. 


Battered women have significantly more than average self-reported gastrointestinal symptoms 
(e.g., loss of appetite, eating disorders), cardiac symptoms and diagnosed functional 
gastrointestinal disorders (e.g., chronic irritable bowel syndrome) associated with chronic 
stress. 


Battered women present more often with gynaecological problems than non-battered women. 
Sexually transmitted diseases, vaginal bleeding or infections, fibroids, decreased sexual 
desire, genital irritation, pain on intercourse, chronic pelvic pain, and urinary-tract intections 
are the reported problems. 


Forced sex has consequences that could explain higher prevalence of gynaecological 
problems. The possible mechanisms of increased risk were shame and stress reported with 
forced sex manifesting as high levels of stress and depression, vaginal, anal and urethral 
trauma. Qualitative studies have shown that battered women reported partner refusal to 
use condoms, or to use contraception and how abuse interacts with complex social, 
psychological and cultural factors involved in decisions and actions to prevent pregnancy 
or sexually transmitted diseases, including HIV and AIDS and the difficulty of negotiation of 
use of condoms or contraception in violent relationships. 


Review of US studies have noted prevalence of abuse during pregnancy to be in the range 
of 0.9-20.1%, 6.4% during the past year and 2.5% overall in the UK, 5.5-6.6% in Canada, 
6.8% in South Africa, 11% in Sweden and 13% in Nicaragua. 


Abuse during pregnancy led to threat to health and risk of death of the mother, foetus or 
both from trauma. Elective pregnancy termination has also been related to intimate partner 
violence. It is also linked to other pregnancy related health problems like sexually transmitted 
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diseases including HIV, urinary-tract infections, substance abuse, depression and other 
mental health symptoms. 


¢ US based studies have noted associations between abuse during pregnancy and infant 
outcomes such as preterm delivery, fetal distress, antepartum haemorrhage and pre- 
eclampsia. Meta-analysis of studies from North America and Europe has shown a weak 
though significant association between abuse during pregnancy and low birth weight. Only 
one study done in developing country showed a significant relation with low birth weight. 


¢ Depression and post-traumatic stress disorder are the most prevalent mental-health sequelae 
of intimate partner violence. The author mentions that the sex differences in global incidence 
of depression could be attributable to the sex differences in intimate partner violence 
though this premise has never been specifically tested. Suicidal tendencies, although less 
often studied than PTSD, have also been associated with intimate partner violence in the 
USA, Scandinavia and Papua Guinea. 


¢ Alcohol and drug abuse are the other mental health problems most frequently seen in 
battered women in industrialised countries. The author mentions that it is important to 
address and understand the complex relations between intimate partner violence, mental 
health, and behaviour to diagnose accurately and intervene in substance-abuse problems. 


¢ More consumption of medical care including prescriptions and admissions to hospital is 
reported in abused than non-abused women. A study shows that battered women generated 
around 92% more costs per year than non-battered women, with mental-health services 
accounting for most of the increased costs. 


Abstract No. 3 


Author: Dr. Khan, M.E., Dr. Rob, U. and Mr. Hossaih, S. H. 
Title: Violence against Women and its impact on Women’s live — observations from Bangladesh 
Source: Journal of Family Welfare, 2000, 46 (2): pp. 12-24. 
Place: Gazipur, Bangladesh 
Aims and Objectives: 
¢ To understand the nature of violence against women and its possible correlates. 


* To assess the health impact of the reported violence on women and their children. 
Nature of Study: Community-based study 


Methodology: 
¢ The study was conducted in two Thanas of Gazipur district near Dhaka city. 


¢ A representative sample of 199 women in the reproductive age (15-44) spread over eight 


villages, were randomly selected and interviewed. 
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Qualitative data was collected by organising eight focus group discussions of both men (2) 
and women (6) and eight in-depth case studies of women aged 21 to 35. 


Major Findings: 


+ 


72% of the women interviewed reported being scolded, mentally tortured or physically 
harassed by their husbands. 


44% women reported being slapped, 19% severe beating and 15% reported forced sex. 
Around 8% of the women had experienced all the four forms (scolding, slapping, severe 
beating and forced sex) of violence. 


They reported being mentally tortured by not being allowed to meet their parents (24%), by 
being criticised for their work (21%) and 10% for their looks. 


The qualitative interviews revealed that the inequalities between men and women are the 
central cause of the pervasive violence against women. Besides that the other factors are: 


i. Not meeting the husband’s expectations in managing household work 
ii. Sexual relationship 

iii. Dowry demand 

iv. Poverty 

v. Economic dependency of the wite 


Women reported that regular scolding and incisive comments from the husband in the presence 
of other family members cause more hurt and mental torture than occasional beating. 


Occasional refusal of the wife to oblige to her husband’s sexual desire, suspicion of sexual 
infidelityof either partner or an actual affair of the husband with another woman including 
a visit to a commercial sex worker were the common reasons for conflict and violence. 


More than 55% women had refused sex at least once to their husband during the last one- 
year. Of these, 69% women reported that their husbands’ accepted their decision. However 
the remaining 31% reported being subjected to different forms of violence including beating 
(17%), forced sex (15%), husband stopped talking (7%) and threats to remarry (6%). 


The data did not show any difference between those who were subjected to physical 


violence and those who were not, with respect to the average number of pregnancies or 
live births. 


However, the average number of children who died was significantly higher among women 
who were subjected to violence, particularly among those who were severely beaten. 


Women who had experienced severe beating had reported a larger number of unwanted 
births than those who had not been subjected to such beating. 


The data analysis further revealed that there was a strong association between women who 
had a bank account in her name and had not experienced physical violence. 
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Abstract No. 4 


Title: Rape and consequences of sexual assault 
Authors: —Rosenteld JA, Ellwood A. and Lenahan, P 


Source: = Handbook of Women’s Health: an evidence-based approach. (2001). Cambridge 
University Press, pp: 426-428. 


Nature of Study: Literature review on victim responses 
Major Findings: 


¢ Victims of rape, during the immediate response phase have either controlled or expressed 
emotions. Immediately after the assault, a victim may experience a wide range of emotions: 
crying, shock, disbelief, fear, anxiety, anger, restlessness, guilt, shame and fear associated 
with a life-threatening event. 


¢ The intermediate phase begins several days or weeks after the attack and has components 
of denial, symptom formation and anger. 


¢ In the anger phase, the woman may direct anger at the assailant, all men, the therapist, 
the physician and/or the legal system. 


¢ The final phase of resolution occurs when the woman can discuss her rape without undue 
emotion. 


¢ Long-term follow-up and research on the psychological sequelae has been difticult. 
Retrospective studies are difficult due to the victim’s symptoms of shame, fear, depression 
and their hesitation to seek psychological treatment. 


¢ Research on rape has found survivors to have depression, anxiety, sadness, anhedonia, 
sexual dysfunction and sleep disruption in the first two years after sexual assault. 


¢ A study reports that 22% of sexual assault victims made a suicide attempt or seriously 
began to abuse drugs or alcohol after the assault. 
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GHQ 


HIV/AIDS 


ICD-9 or 10 


OPD 


PMS 


PND 


PTSD 


STD's 


US 


Abbreviations 


Diagnostic Statistical Manual (III) Revised 


General Health Questionnaire 


~ Human Immunodeficiency Virus/Acquired Immunodeficiency 


Syndrome 


International Classification of Diseases-9" Edition or 10" Edition 


Out-patient Department 


Premenstrual Syndrome 


Postnatal Depression 


Post Traumatic Stress Disorder 


Sexually Transmitted Diseases 


United States 


£5 Sonali Wayal is doing her M. Phil. in Political Science at the 
University of Pune. She did her Internship in Human Rights and 
Advocacy with National Center for Advocacy studies (NCAS), Pune 
in the year 2000. She has been involved in advocating for women's 
rights, specifically Right to Health Care for All. She assisted Bhargavi 
during her fellowship period of the MacArthur Fund for Leadership 
Development. She has also contributed towards other research and 
advocacy related activities of Bapu Trust, such as, developing a~ 
directory of mental health services in Pune city, an archives of oral 
histories of women, documentation center, publication of abstracts on 
reproductive health and mental health. Her areas of research interest 
are women's health, especially linkages between reproductive health 
and mental health; mental health, especially of the marginalised 
eroups like sex workers, HIV +ve groups; health care needs of 
severely mentally ill; violence and mental health. Her email id is 


sonaliwayal@yahoo.com 


# — Bhargavi Davar finished her Ph. D. in 1993, from IIT, Bombay, 
in the field of the philosophy of psychiatry. Since then, she has been 
working on bringing feminist values to the mental health discourse in 
India. She has authored a book Mental health of Indian women (Sage, 
1999) and co-authored another, Psychoanalysis as a Human Science: 
Beyond foundationalism (Sage, 1995). She edited a book, Mental health 
froma gender perspective (Sage, 2001). Since 1999, she has been involved 
with the work of Bapu Trust, Pune, which is working in the area of 
cultural and feminist studies, policy research, legal research and 
activism in the area of mental health. She was awarded the 
MacArthur Fund for Leadership Development, 2001, to start a 
resource center on “Women, Reproductive and Mental Health”. She 


lives with her 4 year old daughter in Pune city. Her email id is 


davar@pn2.vsnl.net.in 


